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AMPHOJEL Ss. 


ALUMINUM HYDROXIDE GEL 
WYETH'S ALUMINA GEL 


In uncomplicated 
PEPTIC ULCER 
prompt healing may 
be anticipated when 
acid and pepsin 
corrosion are halted. 
‘‘Double-Gel action” of 
Amphojel provides 
both local physical 
protection and gentle 
sustained antacid effect. 
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but, loo, have wu fplace 


THE WORLD MEDICAL ASSOCIATION 


as a member of the medical profession 
anywhere in the world 
civilian...in the armed forces... retired 


. Joining 700,000 doctors from 43 nations in a worldwide movement to help 
you attain the highest possible level of medical practice and scientific advance. 


2. Reports obtainable only in the World Medical Association Bulletin which 
is issued to you quarterly and contains facts on scientific, economic and social 
trends affecting the practice of medicine. 


3. Letters of introduction to foreign medical associations, facilitating your 
professional contacts and exchange of ideas while traveling abroad. 


4. Representation before the World Health Organization, UNESCO, the 
International Labor Organization, and other important bodies in order to 
maintain the honor and defend the international interests of your profession 
when these organizations discuss measures concerning medical practice. 


5. The satisfaction of sharing the progress of American medicine with other 
lands and thus repaying them for the inspiration we have received from them. 


what affects world medicine—affects you 
Weis ts You only voice tnwodd medicine 


W.M.A. Is Approved by the American Medical Association. JOIN NOW! 


+d 











Dr. Louis H. Bauer, Secretary-Treasurer 
U. S. Committee, Inc., World Medical Association 
2 East 103rd Street, New York 29, New York 


I desire to become an individual member of the World Medical Association, United States 








Committee, Inc., and enclose a check for $ » my subscription as a: 
Member —$ 10.00 a year 
Life Member — $500.00 (No further assessments) 
——_______Sponsoring Member —$100.00 or more per year 
SIGNATURE 
ADDRESS a 





(Contributions are deductible for income tax purposes) 
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Lumbar and Sacral Regions 
of the Spinal Cord 


Ligamentum flavum 


Twelfth rib; ext. intercostal m. 


Latissimus dorsi m.; pleura 


Arachnoid (cut); post. 
spinal artery and vein 


Sympathetic trunk 
Lumbar ganglion 


Cauda equina 


Third lumbar ganglion; fourth 
lumbar vertebra 


Fifth lumbar vertebra; fourth 
lumbar ganglion 


First sacral nerve 


Sacrum 


lliacus muscle 


Gluteus maximus muscle 


Third sacral nerve 


Fifth sacral nerve 


Coccyx; sacrococcygeal lig. 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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Longissimus dorsi muscle 


Post. internal vertebral 
venous plexus 


Spinal dura mater (cut) 


Twelfth thoracic nerve; 
lumbar part of diaphragm 


First lumbar ganglion; first 
lumbar vertebra 


Right kidney; 
lumbodorsal fascia 


lliohypogastric nerve 
llioinguinal nerve 

Psoas major muscle 

Femoral nerve 

Obturator nerve 

Ilium; gluteus medius muscle 
Second sacral nerve 

Fourth sacral nerve 

Filum durae matris spinalis 


Coccygeal nerve 








A wide variety of infections 


of the spine are caused 


by organisms susceptible to 


Aureomycin 


HYDROCHLORIDE CRYSTALLINE 


This antibiotic is therapeutic 
for such infections, 

including chronic osteomyelitis 
of the pelvis and sacrum. 

Tt is also useful as a 


prophylactic prior to surgery. 


LEDERLE LABORATORIES DIVISION american Ganamid company 








30 Rockefeller Plaza, New York 20, N. Y. 
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Meat... 


and the Important Role of 
Protein in Hemoglobin Synthesis 


Although the relationship between iron and hemoglobin formation is 
widely appreciated, the important role played by protein in hemoglobin 
synthesis is relatively obscure. Nevertheless, since globin is just as much a 
component of the hemoglobin molecule as is iron, the continued synthesis 


of this protein is necessary for normal hemoglobin production. 


It has recently been estimated that in the average adult 8 Gm. of globin 
is destroyed daily.' This means “that approximately 14% of the total dietary 
protein intake of the average adult [female] is required solely for the re- 
synthesis of new hemoglobin. These data reemphasize the importance of 
adequate protein, as well as iron, intake for the maintenance of a normal 


9 


rate of hemoglobin synthesis in man.’”? 


Because meat is an outstanding source of both iron and high quality 
protein, it is always recommended in generous amounts in the dietary man- 
agement of hypochromic anemia. These nutritional values, as well as its 
significant content of B vitamins, also make meat an important component 


of the daily diet of normal persons. 


1. Drabkin, D. L.: Metabolism of Hemin Chromoproteins, Physiol. Rev. 31:345 (1951). 
2. The Biosynthesis of Hemoglobin, Editorials, J.A.M.A. 150:1223 (Nov. 22) 1952. 


The Seal of Acceptance denotes that the nutritional 
statements regarding meat made in this advertise- 
ment are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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THE COCA-COLA COMPANY 








We Solicit Your Business 


We base this solicitation on our long years 
of experience in handling the investment ac- 
counts of several thousand men and women 
in Phoenix and the State of Arizona. 

Our personnel is well qualified to render 
you intelligent service. 

Our facilities are complete and enable us 
to offer you excellent service in all depart- 
We offer the benefit of our years of ments of investing — government and tax free 
municipal bonds; corporation stocks and 
bonds; local securities; listed or “over-the- 
real estate transactions counter” issues; new underwritings; invest- 
ment trusts. 

You will also find our ground floor location 


CLEVENGER REALTY | | with'trce parking at Phoenix Title & Trost 


parking lot, Second Avenue at Monroe. 





experience in 


Jack Clevenger, Realtor We believe you will like doing business 
with us. 
W. Thomas at Central Avenue 
Phone AM 6-2494 Phone AL 8-6646 
Phoenix Arizona 
REFSNES, ELY, BECK & CO. 


Members New York Stock Exchange 


“Stands Ready To Serve” 
, a 112 West Adams Street — Phoenix. Arizona 
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Dramatic results 
with 


an al 
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(HYDROCORTISONE, MERCK) 


oe 


in Bursitis 








Tablets of HyDROCORTONE afford rapid, even spec- 
tacular relief in most cases of bursitis. Oral therapy 


is effective, convenient, and well tolerated. 


In acute bursitis, Saline Suspension of HYDROCORTONE 
Acetate, injected directly into the bursa, is of great 
value. Relief of pain and increased mobility have 
occurred within a few hours in many patients treated 


with economical low doses. 





MERCK & CO., Inc. 


Manufacturing Chemists 
RAHWAY, NEW JERSEY 


Hyprocortons ts the registered 
trade-mark of Merck & Co., Inc. 
for its brand of hydrocortisone. 





© Merck & Co., inc. 
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ACCIDENT HOSPITAL SICKNESS 
INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 







PHYSICIANS 
SURGEONS 
DENTISTS 







COME FROM 





$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 








$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Snge Double Triple Quadruple 
OD Game fe Meet ..n ccccc ccc cccccccccccee ste Gan Gey 10.00 per day 15.00 per day 20.00 per day 
i er ee ED ssc tecctececce sees 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital ................ 5.00 10.00 15.00 20.00 
I SE EEE occ wccccecevcesves 10.00 20.00 30.00 40.00 
oN” nr 10.00 20.00 30.00 40.00 
ee eo bind ose oie d 6 8.8 6-0.064 10.00 20.00 30.00 40.00 
Sl” a eee 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital ................ 10.00 20.00 30.00 40.00 

CO°TS (Quarterly) 
SEE cesarean seen sad Hs bab 4d 60s one decene 2.50 5.00 7.50 10.00 
EE EE ee ee ee 1.50 3.00 4.50 6.00 
Er eer 2.50 5.00 7.50 10.00 

$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 


INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 
400 First National Bank Building Omaha 2, Nebraska 
$200,000.00 deposited with State of Nebraska for protection of our members 














SOUTHWESTERN SURGICAL 
SUPPLY CO. 











YOUR COMPLETE SOURCE IN THE SOUTHWEST 
FOR ALL ETHICAL MEDICAL EQUIPMENT AND 
SUPPLIES. 


PHOENIX TUCSON ALBUQUERQUE EL PASO 
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Trademark Reg. U.S. Pat. Off. CYCLOPENTYLPROPIONATE 


Each ce. contains: Ss 


Testosterone Cyclopentylpropionate 


Le 
CIN a ecccsinsnstiittiincinnt 5 mg. 
Cottonseed Oil q.s. 





50 mg. per ce. available in 10 ce. vials 


100 mg. per ce. available in 1 ce. and 
10 ce. vials 


The Upjohn Company, Kalamazoo, Michigan 
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RAYTHEON Radar Microtherm offers you the mod- 
ern microwave method of precision heat applica- 
tion 

MICROTHERM operates at 2450 megacycles, as con- 
- trasted with the highest television range of 920 
megacycles, hence TV interference is avoided. 


, MICROTHERM provides penetrating energy for 
deep heating — dosage may be accurately timed. 


MICROTHERM is safe as well as quick, easy to ap- 
ply as well as clinically efficient. 


Ask for a demonstration or let us mail 
you the latest clinical reports on Radar Microwave 
Diathermy. 


APPROVED BY THE F.C. ¢ 
CERTIFICATE NO. 0.477 z 
UNDERWRITERS LABORATORY 3 “i 





TAKE THE TIME co investigate the dia- 
thermy equipment used in leading 
clinics, hospitals and doctors’ ofices — 
over fifteen thousand Microtherms now in 
use. 


Excellence in €lechonics 


RAYTHEON MANUFACTURING COMPANY 


Ps Pra Power Tube Division « Waltham 54, Mass. 
Cc Maen 








STANDARD SURGICAL SUPPLY 


710 NORTH FIRST STREET PHOENIX* ARIZONA 


BRANCH: 1706 E. SPEEDWAY — TUCSON, ARIZONA 
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... SENSE of well-being... 


Relief of menopausal symptoms was complete 
in practically 96 per cent of patients receiving 


“Premarin” and “General tonic effects were noteworthy... 


~, 


on . 
dts tee hee 


“PREMARIN?” in the menopause 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 


oie inlay ais: ih tind 


*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 
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Restful, healthful body adjustment is 
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diameter. Made of conventional, time-proven 
materials, to a new design which 

provides positive back support without 
interfering with circulation. See it 
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recommend it with confidence. 
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FOR EDEMA 

due to 

cardiovascular By a dual action on the kidneys which both increases the volume 
and renal of the glomerular filtrate and diminishes tubular resorption, 
insufficiency, Salyrgan-Theophylline rapidly produces copious diuresis. 

as well as The response to Salyrgan-Theophylline solution 
hepatic does not “wear out” so that doses may 

cirrhosis usually be repeated as required, 


without loss of efficiency. 


With Salyrgan-Theophylline tablets taken orally, patients 
appreciate the gradual, non-flooding diuresis 

and the greater convenience. Salyrgan-Theophylline tablets 
“can successfully decrease the patient's burden... 

either by decreasing the need for frequent mercurial injections 
or by actually replacing the injections entirely.”” 


1, Abramson, Julius, Bresnick, Elliott, 
ond Sapienza, P. L.: e 
New England Jour. Med., = ne 
243:44, July 13, 1950. . 
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cs always consider ERY YW ROCY P 





ORALLY EFFECTIVE 


against staphylococci, streptococci and pneumococci— 
especially indicated when patients are allergic to other 
antibiotics or when the organism is resistant. 


A DRUG OF CHOICE 


against staphylococci—because of the high incidence of 
staphylococci resistant to other antibiotics. 


es A DRUG OF CHOICE 
r) because it is less likely to alter normal intestinal flora 
than other antibiotics, except penicillin; gastrointestinal 


disturbances rare; no serious side effects reported. 


USE ERYTHROCIN 
in pharyngitis, tonsillitis, otitis media, sinusitis, bronchi- 
tis, scarlet fever, pneumonia, erysipelas, pyoderma and 
certain cases of osteomyelitis. 


DOSAGE 


average adult dose is two 100-mg. tablets every four to 
six hours. Specially-coated ERYTHROCIN 


tablets are available in bottles of 25 and 100. Obbott 


wer ae Trade Mark ERYTHROMYCIN, ABBOTT CRYSTALLINE 
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Camels’ makers “‘never rest until the good 
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Conclusive evidence 
of the effectiveness and low toxicity 
of Furadantin 
in treating bacterial urinary tract infections 


is provided in its recent 


acceptance by the Council 
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© © Nitrofurantoin—Furadantin (Eaton).— 

Actions and Uses.—Nitrofurantoin, a nitrofuran derivative, 
exhibits a wide spectrum of antibacterial activity against both 
gram-positive and gram-negative micro-organisms. It is bac- 
teriostatic and may be bactericidal to the majority of strains of 
Escherichia coli, Micrococcus (Staphylococcus) pyogenes albus 
and aureus, Streptococcus pyogenes, Aerobacter aerogenes, and 
Paracolobactrum species. The drug is less effective against 
Proteus vulgaris, Pseudomonas aeruginosa, Alcaligenes faecalis, 
and Corynebacterium species; many strains of these organisms 

The N. N. R. may be resistant to it. However, bacterial resistance to other 
anti-infective agents is not usually accompanied by increase in 
resistance of the organisms to nitrofurantoin. The drug does 


monograph not inhibit fungi or viruses. 
5 Nitrofurantoin is useful by oral administration for the treat- 
on Furadantin ment of bacterial infections of the urinary tract and is indicated 


in pyelonephritis, pyelitis, and cystitis caused by bacteria sensi- 
states: tive to the drug. It is not intended to replace surgery when 
° mechanical obstruction or stasis is present. Following oral ad- 
ministration, approximately 40% is excreted unchanged in the 
urine. The remainder is apparently catabolized by various body 
tissues into inactive, brownish compounds that may tint the 
urine. Only negligible amounts of the drug are recovered from 
the feces. Urinary excretion is sufficiently rapid to require ad- 
ministration of the drug at four to six hour intervals to main- 
tain antibacterial concentration. The low oral dosage necessary 
to maintain an effective urinary concentration is not associated 
with detectable blood levels. The high solubility of nitro- 
furantoin, even in acid urine, and the low dosage required 
diminish the likelihood of crystalluria. 


Nitrofurantoin has a low toxicity. With oral administration 
it occasionally produces nausea and emesis; however, these 
reactions may be obviated by slight reduction in dosage. An 
occasional case of sensitization has been noted, consisting of a 
diffuse erythematous maculopapular eruption of the skin. This 
has been readily controlled by discontinuing administration of 
the drug. Animal studies, using large doses administered over 
a prolonged period, have revealed a decrease in the maturation 
of spermatozoa, but this effect is reversible following discon- 
tinuance of the drug. Until more is known concerning its long- 
term effects, blood cell studies should be made during therapy. 
Frequent or prolonged treatment is not advised until the drug 
has received more widespread study. It is otherwise contra- 
indicated in the presence of anuria, oliguria, or severe renal 
damage. 


Dosage.—Nitrofurantoin is administered orally in an average 
total daily dosage of 5 to 8 mg. per kilogram (2.2 to 3.6 mg. per 
pound) of body weight. One-fourth of this amount is ad- 
ministered four times daily—with each meal and with food at 
bedtime to prevent or minimize nausea. For refractory infec- 
tions such as Proteus and Pseudomonas species, total daily 
dosage may be increased to a maximum of 10 mg. per kilogram 
(4.5 mg. per pound) of body weight. If nausea is severe, 
the dosage may be reduced. Medication should be continued 
for at least three days after sterility of the urine is achieved. @ @ 
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Q. What is the status of ‘Ilotycin’ 
in the treatment of pneumonia? 


In pneumonia caused by pneumococci 
and staphylococci, ‘Ilotycin’ is very ef- 
fective. Doses of 200 mg. every four 
hours are recommended. 


Q. Is ‘Ilotycin’ effective in urinary 
tract infections? 


Yes, when the causative organism is sus- 
ceptible to its action and when there is a 
minimum of mechanical factors such as 
strictures, stone, and the like. 


Q. How long should a streptococ- 
cus throat infection be treated with 
*Ilotycin’? 





The recommended minimum course for 
any antibiotic is five days. ‘Ilotycin’ com- 
pletely eradicates the organisms within 
five days and thereby prevents recurrence 
of the infection. 


Q. Is there any contraindication to 
the use of ‘llotycin’ immediately 
following a parenteral dose of peni- 
cillin? 


No. ‘Ilotycin’ does not inhibit the ac- 
tivity of penicillin. There is probably no 
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specific indication for using penicillin in 
addition to ‘Ilotycin.’ Experiments both 
in vitro and with animals have shown 
no evidence that ‘Ilotycin’ is either an- 
tagonistic to or synergistic with penicil- 
lin or the “‘mycins.” 


Q. Are coliform bacteria less sen- 
sitive to ‘Ilotycin’ than to other 
**broad-spectrum” antibiotics? 


Yes. There is less possibility of monilia 
and fungus overgrowth in the intestinal 
tract with ‘Ilotycin,’ since the predomi- 
nant organisms of the normal intestinal 
flora are relatively insensitive to the anti- 
biotic action of ‘Ilotycin.’ 


‘Tlotycin’ is supplied in 100 and 200-mg. 
specially coated tablets ... at phar- 
macies everywhere. 
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TRICHOMONAS VAGINITIS—A PERENNIAL PROBLEM 
Edmund W. Overstreet, M.D. 
Department of Obstetrics and Gynecology 
University of California School of Medicine 
San Francisco, California 


One of the most common patients seen in the 
practice of Medicine is the woman whose com- 
plaint is of profuse vaginal discharge, usually 
accompanied by fairly severe itching and burn- 
ing of the vagina and vulva. Many more such 
patients come to general practitioners and fam- 
ily physicians than are ever seen by gynecolo- 
gists. Indeed, the problem is such a common 
one that it is most doubtful whether gyne- 
cologists alone can handle it. Moreover, such 
leukorrhea and pruritus only rarely entails com- 
plex or serious implications, so the management 
of it, for the most part, lies much more in the 
province of the general physician than it does 
in that of the gynecologist. 

Such symptomatology is frequently caused by 
infestation with trichomonas vaginalis. This 
little protozoan has posed worrisome problems 
for most of us at one time or another, because 
even today our information about its habits and 
propensities is still so faulty. Moreover, even 
today the trichomonad is not searched for as 
regularly and effectively as one would wish. 
Obviously, whenever any woman complains of 
vaginal itching and burning the possibility of 
trichomonas infestation must be kept in mind 
during the course of her study. Suspicion will 
be increased if observation of the vaginal dis- 
charge shows it to be yellowish in color, frothy 
and bubbly in nature, and to have a rather typi- 
cal foul odor. Suspicion will increase even 
more if inspection of the vaginal and cervical 
mucous membranes show punctate hemorrhagic 
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areas, small petechiae scattered here and there 
on the vaginal walls. Unfortunately, it is at 
this point that many physicians fall down in 
confirming the diagnosis of trichomonas vagin- 
itis. For inspection of the vaginal walls, of 
course, a speculum is used. Most physicians, 
without thinking further about it, lubricate the 
speculum with one of the usual vaginal lubri- 
cating jellies before inserting it into the vagina. 
All of these commercial jellies are on the acid 
side. And the introduction of even a small 
amount of acid jelly into the vagina before 
examining a specimen of the vaginal discharge 
for trichomonads can completely immobilize the 
organisms so that they are missed when the 
smear is examined. Actually, it is not difficult 
to insert a perfectly dry speculum for vaginal 
inspection, especially when a considerable va- 
ginal discharge is present. This should invar- 
iably be done when a search for trichomonads is 
in progress. 

Many physicians, have the 
sion that the identification of trichomonads 
by laboratory means is a rather tricky mat- 
ter, requiring special supplies. This is not 
by any means the case. An ordinary glass slide, 
a cover slip, and a dropper bottle of simple 
saline solution, or better yet Ringer's solution, 
are the only requirements. Much the best re- 
sults are obtained if the solution is near body 
temperature. It is a simple enough practice, at 
the start of any office session, to place the 
dropper bottle of Ringer’s solution in the office 
sterilizer for a few minutes to warm it. With 
the cervix and vaginal walls visualized through 
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a speculum, a sample’ of vaginal discharge is 
taken up on an ordinary cotton applicator. It 
is important to apply the applicator not only 
to the vaginal discharge present in the posterior 
vaginal fornix, but also to the external cervical 
os. The trichomonads are more likely to be 
actively motile in the alkaline cervical secre- 
tions than in the acid vaginal secretions. The 
cotton applicator is then simply shaken gently 
in a few drops of Ringer's solution directly on 
the slide in order to transfer a good portion of 
the discharge to the fluid. A cover slip is then 
applied. It is most important, of course, to 
examine this wet preparation under the micro- 
scope within a few minutes, before any great 
cooling has immobilized the active trichomonads. 
The identification of the protozoa, moving jerk- 
ily about by flagella and undulating membranes, 
is ordinarily easy if any appreciable number 
of active ones is present. 

Quite often, however, no definite trichomonads 
are found in such a preparation even though 
a trichomonas infestation actually does exist 
in the patient. For this reason it is extremely 
valuable, as a matter of routine, to obtain va- 
ginal cytology smears of the Papanicoloau-Traut 
type in all such patients. Not only is routine 
cancer screening accomplished, but in obscure 
cases of trichomonas vaginitis the organisms 
can be identified in such a smear when the wet 
preparation fails to reveal them. 

Careful routine use of these two diagnostic 
methods is sufficient in almost 100% of cases. 
For practical purposes they are sufficient. Only 
in rare cases indeed will it be necessary to 
undertake the specialized procedure of cultur- 
ing the organism on special media in order to 
demonstrate its presence. 

The patient informed of a trichomonas in- 
festation is usually horrified at the thought of 
the existence of parasites in the vagina. Re- 
assurance is usually successful, however, if it 
is pointed out to the patient that the infestation 
is not serious, that it is much like having severe 
dandruff or athlete’s foot, and that it is almost 
as prevalent. When it comes to informing the 
patient of how she acquired the infestation — 
which most women immediately want to know 
— the answer is more difficult. The best one 
which can be given today, although it is by 
no means a complete and satisfactory one, is 
that the infestation probably occurs by body 
to body contact. It is known, for example, that 
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the highest incidence of trichomonas infesta- 
tions is found in girls’ orphanages and old ladies’ 
homes. A very high percentage of daughters 
of mothers afflicted with trichomonas vaginitis 
also have the infestation. Just how much part 
is played by the borrowing back and forth 
of women’s clothing or the common use of bed- 
ding is not definitely known. Both of these are 
usual habits among girls and women, and in 
the face of a trichomonas vaginitis it is probably 
best to warn the patient to eliminate such prac- 
tices during treatment. It is suspected, how- 
ever, that viable trichomonads cannot be car- 
ried very long in a dry state on ordinary cloth- 
ing. Nevertheless, it is recommended that dur- 
ing the treatment of a trichomonas infestation 
the pationt should be instructed to use only 
thoroughly washed unclothing and well-cleaned 
outer clothing for fear of possible re-infestation 
from previously used clothes. 

It is well established today that vaginal infes- 
tation cannot be transmitted from the patient's 
own rectal area. Almost all humans carry in 
the intestinal tract a form of trichomonas known 
as trichomonas hominis. Trussell’s work, how- 
every, has shown rather conclusively that this 
organism is a different species which cannot 
survive in the vagina. Consequently, all of the 
previous emphasis on rectal hygiene at the time 
of bowel movements is no longer necessary. 

Of increasing importance, however, is the role 
played by the male sex partner in female re-in- 
festation. It is possible for the male to carry 
trichomonas organisms in the urethra, in the 
prostate and seminal vesicles, and in the blad- 
der, without any symptoms whatever. Conse- 
quently, in any case of trichomonas vaginitis 
which seems to remain relatively intractable to 
treatment, an examination of the husband's cen- 
trifuged urine sediment and prostatic massage 
fluid must be included, to rule out a possible 
source of continual re-infestation. Attention to 
this fact will result in a very much higher cure 
rate in the therapeutically resistant cases of 
trichomonas vaginitis. 

On the other hand, certain factors in the fe- 
male seem to mitigate against cure; they should 
be kept constantly in mind in planning a thera- 
peutic regimen. For reasons which are not un- 
derstood at the present time, women who have 
had hysterectomy, either total or sub-total, are 
much more prone to tenacious trichomonas in- 
festations. The same is true following extensive 
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cervical cauterization or conization. And the 
menopausal or post-menopausal woman is un- 
usually refractory to treatment. In any of 
these situations, then, it will be necessary to 
employ a much more vigorous and meticulous 
treatment regimen. 

Unsuccessful treatment is also attendant upon 
failure to search carefully for foci of re-infes- 
tation in the patient herself. The three prime 
area are the cerivcal canal (and possibly the 
uterus ), Skene’s ducts, and the bladder. Even 
though all sorts of powerful trichomonacides are 
employed in the vagina, if the organisms are 
well established deep in the glands of the cervi- 
cal canal, they simply are not reached by the 
medications, and upon completion of the course 
of treatment re-infestation of the vagina easily 
occurs. This is one of the factors which ac- 
counts for the tendency to re-activation of 
trichomonas vaginitis by each menstrual period. 

Almost all cases of trichomonas vaginitis are 
accompanied by a cervicitis and endocervicitis. 
The purulent discharge from the external cervi- 
cal os is the tip-off. So it is essential that some 
sort of treatment be applied to the cervical canal. 
In the presence of a considerable erosion and 
eversion of the cervix with obvious long-stand- 
ing chronic cervicitis, use of the actual heat 
cautery may be necessary to obtain satisfactory 
healing and to eradicate this focus of infection 
for the trichomads. At the very least, some sort 
of chemical cauterization of the cervical canal 
should be carried out. It has been our ex- 
perience that Negatan ® Solution is a very satis- 
factory agent for this purpose. 5% or 10% silver 
nitrate solution may also be used. 

The same situation obtains for the Skene’s 
ducts. At any initial examination for leukorrhea 
and pruritus it is most important to carry out 
a gentle stripping maneuver under the urethra 
in the hope of expressing drops of pus from one 
or more Skene’s ducts. Naturally, where trich- 
omonas infestation is suspected these drops of 
pus should be smeared out on a wet prepartion 
and examined immediately for the presence of 
trichomonads. This search is especially im- 
portant in the intractable cases. Ordinarily the 
stripping procedures and the routine treatment 
for trichomonas vaginitis will eliminate Skene’s 
duct infestations as well. But not infrequently 
it may be necessary to resort to complete obliter- 
ation of the Skene’s ducts before this source of 
re-infestation can be eliminated. This, of course, 
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must be accomplished by coagulation as a hos- 
pital procedure. 

The female bladder should not be slighted 
in any investigational and treatment program. 
In intractable cases the centrifuged urinary sedi- 
ment should be examined in wet smear prepara- 
tion for the presence of active trichomonads. 
Fortunately, their eradication here is not nearly 
as difficult as in the male bladder. Ordinarily 
a few installations of one or two ounces of 
1:1000 silver nitrate solution into the bladder 
will serve to eliminate them. 

What can be said of the efficacy of modern 
treatment methods for the vaginitis itself? All 
sorts of claims are heard today about the effic- 
iency of particular products in the treatment of 
trichomonas vaginitis. The furor at the present 
time revolves about a product called Vagisol ® 
which is found to be very effective in the hands 
of Shaw and his co-workers in Los Angeles. 
Actually, a persual of Shaw’s paper will dem- 
onstrate that their treatment regimen was an 
extremely meticulous one. This is the important 
point! There are plenty of good protozoacides 
on the market. What counts is not which one 
is used, but how carefully it is employed by 
physicians and patients. So it is essential to 
emphasize the important basic principles in 
their use. 

The primary aim is to be certain that some 
protozoacidal material is constantly present in 
the vagina and on the vulva twenty-four hours 
a day. This obviously is not the case, for ex- 
ample, if a patient uses the vaginal application 
at night, then takes a douche upon arising in 
the morning, and applies no further local medi- 
cation during the daytime. So instructions to 
patients must make this basic principle clear. 

Most important of all is the fact that any 
protozoacidal treatment must continue steadily 
through at least one menstrual period — prefer- 
ably two or three periods — being employed 
daily during the menstrual flow. This is indis- 
pensable if any success at all is to be had in 
the treatment of this affliction. Almost all cases 
of trichomonas vaginitis will come rather easily 
under control in the interval between two men- 
strual periods. But if treatment is discontinued 
throughout the following mentrual period, at 
its end the infestation will usually be back at 
about the same level as when the patient was 
Unfortunately this fact is not widely 
Over and over again today 


first seen. 
enough known. 








patients are seen with what is said to be an 
intractable, treatment-resistant trichomonas in- 
festation, but history-taking often- reveals that 
such patients have never had treatment pres- 
cribed during any menstrual period. When this 
is supplied the disease clears rather quickly. 

The third principle of importance has to do 
with duration of treatment. There is no known 
method of treatment today which will obtain a 
high percentage of cures in a short time. A 
minimum of one month is required, and two 
months is probably preferable as a routine. In 
intractable cases it may be necessary to con- 
tinue treatment for as long as six to eight months, 
but during such a period of time the amount 
and timing of medication can gradually be tap- 
ered off. 

Whether or not treatment of trichomonas va- 
ginitis is commenced with office applications of 
a trichomonacide is probably rather immaterial. 
A single good cleasing of the vagina and careful 
application of a powder material, for example, 
is perhaps worthwhile. But thereafter there is 
little to be gained by applying the treatment 
in the office, and the patient can apply the 
medications just as effectively at home, provided 
one can be certain she will stick to it. A satis- 
factory practice is to employ one trichomonacide 
in the form of a jelly preparation combined with 
another in the form of a tablet preparation, to 
be used as a starting treatment over a period 
of at least two weeks. Preferably this should 
include a menstrual period. Medication should 
be applied both night and morning during this 
time. It is essential also to emphasize to the 
patient the importance of applying the jelly 
preparation not only within the vagina by means 
of an applicator but also over the vulva and 
around the urethral meatus and Skene’s duct 
area. After two weeks the progress of the 
patient should be checked, and if it seems good, 
she may continue simply with the tablet trich- 
omonacide morning and night. For the second 
month one usually need only prescribe the tab- 
let trichomonacide at night. This regimen will 
cure well over 90% of cases. 

The attitude toward douches in the treatment 
of trichomonas vaginitis has altered considerably 
in recent years. Their effectiveness is not nearly 
as great as that of the jelly preparations. In all 
probaliility douches are of actual value only as 
occasional cleasing agents for the vagina. In 
addition, at the start of treatment they may be 
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helpful in terms of their soothing effect, and 
employing them as hot as possible will aid in 
the healing of ulcerated, irritated areas. In gen- 
eral, however, after the first week of treatment 
douches need not be used more than two or 
three times a week. It is important also to re- 
mind the patient that whenever she employs 
a douche for cleansing purposes, immediately 
upon its completion more trichomonacidal medi- 
cation must be applied to the vagina and vulva. 
Naturally, only acid douches should be used. 

It is worthwhile to digress a moment to reiter- 
ate that under no circumstances, at any time, 
should a woman use anything but an acid douche 
for cleansing purposes. In this country entirely 
too frequent use is still made of water, salt, or, 
worst of all, soda douches. Such douches event- 
ually produce some degree of vaginal irritation 
by upsetting the normal vaginal acidity. Es- 
pecially after the menopause, the use of soda 
douches can result in the production of a florid 
vaginitis. In general the most satisfactory acid 
douche for cleasing purposes consists simply of 
two quarts of warm water containing two to 
four ounces of ordinary kitchen vinegar. It is 
effective, it is acceptable, and it is inexpensive. 

One more comment should be made about 
intractable trichomonas cases. Aside from the 
special investigative and treatment procedures 
already outlined, it is essential to give attention 
to the fact that certain strains of trichomonads 
may become resistant to one or another of the 
trichomonacides. Consequently, in the manage- 
ment of intractable cases over long periods of 
time, it is important to change occasionally from 
one trichomonacide to another in order to be 
as certain as possible of eradicating the organ- 
isms. 

What can be said about adjunct methods of 
treatment? Obviously, in any trichomonas in- 
festation of more than moderate degree, other 
organisms have gained access to the irritated 
tissues as secondary invaders. Consequently, it 
is often worthwhile to use local vaginal medica- 
tion designed to suppress them. The local anti- 
biotic preparations are thoroughly satisfactory 
for this purpose. They appear to be most ef- 
fective in jelly form, as, for example, the triple 
sulfa creams, the bacitracin ointments, and the 
like. Vigorous warning should be made against 
the local use of penicillin in the vagina. It re- 
sults in a very high incidence of penicillin sensi- 
tization. Caution should also be expressed about 
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the use of aureomycin and terramycin either 
by mouth or locally. With them the patient 
may obtain excellent eradication of the trich- 
omonads and the secondary invaders, only to 
develop a bad infestation of monilia. 

No matter howe careful and able the treat- 
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ment, one will occasionally encounter a case of 
trichomonas vaginitis which seems to persist in 
spite of the best treatment methods. But with 
meticulous attention to the principles and meth- 
ods outlined above, such cases should be few 
and far between. 


PERIPHERAL ARTERIAL 


OCCLUSIVE DISEASE 
Travis Winsor, M.D., F. A. C. P. * 


Los Angeles, California 


The proper management of diseases of the 
peripheral arteries depends upon an accurate 
evaluation of the state of the peripheral circu- 
lation which may be examined advantageously 
by clinical as well as laboratory means. Clinical 
observations include a search for the presence 
or absence of intermittent claudication, pulsa- 
tions of the peripheral arteries, elevational pal- 
lor or dependent rubor, and changes in the tis- 
sues of the limbs. The laboratory examination 
is carried out with the plethysmograph which 
supplies objective data about the peripheral cir- 
culation and gives information which cannot 
be obtained in any other way(1). Certain meas- 
urements usually are made: Determinations of 
the degree of peripheral resistance aid in the 
detection of arterial disease. Measurements of 
the systolic blood pressures and pulsations at 
various locations on the extremities aid in lo- 
cating arterial obstructions(2). Evaluation of the 
various factors controlling vasomotor tone as- 
sists in the differentiation of functional from 
organic diseases. Determinations of blood flow 
through large arteries as well as through col- 
lateral vessels demonstate the relative value of 
various vasodilating therapeutic agents or pro- 
cedures(3). Of these measurements the determin- 
ation of the degree of peripheral resistance es- 
pecially is important as a high peripheral resist- 
ance is the most common cause of a decreased 
blood flow to a limb. 

There are several factors which may cause an 
abnormally high peripheral resistance. These 
can be divided into two main groups: 

(1) neurogenic factor producing vasoconstric- 
tion through nervous mechanisms and (2) extra- 
neurogenic factors causing vasoconstriction by 
disease, mechanical, chemical or other means. 





® From the Cardiovascular Foundation, Hospital of the Good 
Samaritan, Los Angeles, California and the University of South- 
ern California, Medical School, Department of Medicine. 
Presented in part at the Arizona Medical Association Meeting, 
April, 1953, Tucson, Arizona. 
studies summarized here were 


The carried out by grants 
from the Los Angeles Heart Association. 


The neurogenic control of peripheral flow 
can be demonstrated by measuring the toe cir- 
culation before and after a posterior tibial 
nerve block. This procedure removes sympa- 
thetic vasoconstrictor impulses which limit blood 
flow to the toe (fig 1). The block is carried 
out by injecting 5 ce of 2% Novocaine through 
a % inch 26 guage needle into the region of 
the posterior tibial nerve at a point on a line 
one-third the distance from the posterior aspect 
of the internal malleolus to the tip of the heel. 


TECHWIQUE OF POSTERIOR TIBIAL NERVE BLOCK 
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Fig. 1. The posterior tibial nerve block removes sympathetic 
SSofien of ho caciet afl mousagente Gsster cutealiing ieatghensl 
resistance. 

The needle is inserted the full length of its 
shaft and 1 cc is injected. The needle is with- 
drawn slightly and redirected in four different 
directions and 1 cc is injected in each location. 
A satisfactory block is evidenced by analgesia 
of the ball of the second toe within 10 minutes 
of the injection. The magnitude of the neuro- 
genic factor may be estimated by measurements 
of blood flow through the toe by means of the 
plethysmograph before and after the block. If 
plethysmographic measurements are not possible 
skin temperature measurements made with an 
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accurate instrument® may be employed. 

The extraneurogenic factors limiting the peri- 
pheral circulation are organic disease involving 
the blood vessel wall, increased inherent tone 
of arteries, circulating endogenous or exogenous 
chemical vasoconstrictors such as nor-epine- 
phrine, pituitrin, angiotonin, ergot and abnorm- 
alties of the blood. In order to evaluate the 
extraneurogenic factor tests are carried out after 
sympatholytic procedures such as a_ posterior 
tibial nerve block. The technique is to measure 
the peripheral resistance before and after the 
administration of pharmacologic agents with 
known actions. Thus an adrenalytic agent, such 
as M. Imidazoline*® is used to demonstrate ad- 
renergic influences, and alcohol is employed to 
demonstrate the degree of inherent tone. When 
neither of these agents produces a decrease in 
peripheral resistance and the resistance is ab- 
normally high, organic disease or other causes 
are responsible. 

The results of these clinical and laboratory 
studies form a basis for rational therapy. Al- 
though every patient with peripheral vascular 
disease need not be studied in the manner out- 
lined, such studies are necessary in difficult or 
unusual cases and in formulating general rules 
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for therapy which are based on scientific meas- 
urements rather than on clinical impressions. 

The general medical management of ambula- 
tory patients with peripheral arterial occlusive 
disease of the lower extremities usually is as 
follows: 

1. Walking at any one period is limited to 
one-half the distance which causes pain, and the 
stride is shortened 50 percent to slow the walk- 
ing rate. This is advised on the basis of ex- 
periments which show that exercise of a foot 
with arterial disease decreases blood flow 
through the toes probably by increasing flow 
through arteriovenous shunts proximal to the 
diseased vessels (Fig. 2). 

2. The head of the bed is elevated 4 to 6 
inches and advice is given against the foot-up 
position. If Buerger’s exercises are prescribed, 
the foot-up phase is eliminated. The foot-down 
position allows gravitational forces to draw blood 
into the foot through the arterial channels. 
Blood is returned to the heart through venous 
channels against gravity with the aid of venous 
valves, muscle movement and respiration. The 
latter exerts a sucking action on the veins of 
the thorax which favors venuos return. 

3. A high protein, low fat, low calorie diet 





EFFECT OF EXERCISE ON TOE FLOW 





BEFORE EXERCISE 
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AFTER EXERCISE 
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Fig. 2. 


°® Thermister thermometer 
°°Regitine 


Decreased blood flow to toes during exercise due probably to increased flow through healthy vessels. 
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is advised. A high protein meal has a high spe- 
cific dynamic action and increases pulse rate, 
blood pressure, and peripheral blood flow (Fig. 
3). The low fat diet is advised because of the 
questionable place fat plays in the formation of 
atheromata and arteriosclerosis. The low caloric 
diet is used to reduce muscle work by reducing 
body weight. 


HIGH PROTEIN MEAL 
INCREASES 21000 FLOW TO DIGIT 
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Fig. 3. 
blood flow. 


Eating a high 


4. Moderate body heating in the form of 
warm clothing and an electric blanket often are 
beneficial. Excessive body heating is to be 
avoided as it decreases flow to the diseased parts 
by dilating healthy vessels more than diseased 
vessels. This results in the blood flowing to the 
dilated areas thus decreasing flow through the 
diseased vascular bed (Fig. 4). 


HEATING INCREASES BLOOD FLOW....... 
CONTINUED HEATING AFCREASES BLOOD FLOW 


SUPEK HEAT c 





Fig. 4. Moderate indirect body heating increases blood flow 
to a diseased part while excessive heating decreases flow. 


5. Alcohol in the form of whiskey, 45 to 60 
ce. orally, two or three times a day is of value 
when contraindications are not present. Contra- 
indications are: cirrhosis of the liver, gastritis, 
peptic ulcer, pancreatitis, alcoholism, idiosyn- 
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crasy, working conditions which do not permit 
the use of alcohol, or excessive family or patient 
prejudice. As alcohol is the most effective oral 
vasodilator available, its use is urged especially 
in patients with severe arterial insufficiency. 

6. Drugs which produce vasodilation, to be 
most effective, should be used in combination 
with other vasodilating techniques such as in- 
direct body heating. B. Imidazoline* 25 or 
50 mg. three times a day, after meals is of 
value (Fig.5). Larger doses are seldom reached 
because of nausea and nervousness. This drug 
is an adrenergic blocking agent with histamine 
like properties and inhibits certain sympathetic 
vasoconstrictive reflexes thereby increasing blood 
flow to the periphery. The increase in flow is 
less than half of that produced by a lumbar 
sympathectomy. Other agents such as muscle 
extracts, calcium, sodium tetrathionate, nicotinic 
acid, vitamin K, prostigmine, theophylline, hex- 
amethonium, and pentamethonium have not been 
found of practical value. 

B. IMIDAZOLINE HAS SYMPATHETIC BLOCKING PROP- 


ERTIES AS THE TRICKLE REFLEX IS INHIBITED AFTER 
TAKING THE DRUG. 


BEFORE B. IMIDAZOLINE (PRISCOLINE) 
TICKLE REFLEX PRESENT. 











AFTER B. IMIDAZOLINE 30 MG, IMI 
TICKLE REFLEX ABSENT 
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Fig. 5. Sympathetic blocking effect of B. imidazoline showing 
lack of response to sympathetic stimulus after drug. 


7. Smoking may or may not be harmful. 
Nicotine is at least one of the vasconstrictive 
agents in tobacco as certain partially denicotin- 
ized cigarettes produce less vasoconstriction than 
brands containing more nicotine. The flow is 
not decreased to the sympathectomized limb in 
patients with arteriosclerosis obliterans indicat- 
ing a neurogenic site of action of tobacco. Vas- 
oconstriction occurs in normal individuals, in 
patients with arteriosclerosis obliterans and es- 
pecially in patients with thromboangiitis obli- 
terans. As the vasoconstriction is greater and 
more prolonged in the latter group it is important 
that these patients stop smoking. Patients with 
arteriosclerosis obliterans are requested to stop 


® Priscoline 
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smoking but if they fail to do so insistence is not 
necessary as the emotional disturbances created 
are in themselves vasoconstrictive. 

Certain complications or symptoms in patients 
with peripheral vascular disease require special 
therapy: 

1. Intermittent claudication: The results of 
treatment are irregular and unpredictable. Gen- 
eral medical management and lumbar sympa- 
thectomy improves walking ability in less than 
30 percent of patients. 

2. Neuritis: Ischemic neuritis is irregular in 
response, however a 3 weeks course of high po- 
tency Vitamin B complex with C and B 12 given 
by injection has produced improvement in a 
low percentage of patients. Diabetic neuritis, 
if treated early often responds dramatically to 
Vitamin B 12. Oral treatment, 50 micrograms 
three times a day is rarely sufficient. One hun- 
dred micrograms daily intramuscularly is more 
effective. If this fails, extract of pregnant cow’s 
liver® may be tried, 5 cc. intramuscularly daily 
for 10 days. If improvement occurs this therapy 
is continued 1 or 2 times weekly. Whole vita- 
min B complex intramuscularly in addition to 
the above schemes is used. Diabetic neuritis 
of long standing usually does not respond. 

3. Ulceration of the skin: This offers prob- 
lems in healing, especially in diabetic patients 
and often requires hospitalization. The foot- 
down position is used as it results in increased 
blood flow to the toes however after a period 
of dependency edema may appear which de- 
creases flow because of the increased tissue 
pressure. To counteract edema an oscillating 
bed is employed. The bed is adjusted to give 
minimum foot-up and maximum foot-down po- 
sition allowing gravity to increase arterial flow 
during the foot-down period but prevents edema 
by decreasing venous congestion during the foot- 
up period (Fig. 6). The changes of pressure 
in the toe produced by the oscillations serve 
as a peripheral pump and favor exchange of tis- 
sue fluids thereby facilitating healing. For max- 
imum effect, a vasodilating procedure either 
medical or surgical, should be used in addition 
to the oscillating bed. As the blood flow through 
the skin of the feet is controlled largely by the 
sympathetic nervous system, sypatholytic agents 
or procedures are important in the healing of 
cutaneous ulcers. B. imidazoline 30 mg. tid 
intramuscularly with oral alcohol is employed. 


® Biohepulin 





ARIZONA MEDICINE 


November, 1953 


EFFECT OF 
OSCILLATING BED AND ALCOHOL 





Fig. 6. Blood flow of an extremity may be increased by use 
pol Be bed, especially if a vasodilating agent is used 
A continuous lumbar sympathetic block using 
an indwelling vinyl catheter or a long acting 
local anesthetic® produces vasodilatation for 5 
to 7 days. An alcohol nerve block may be car- 
ried out in patients who are not sensitive to pain 
as a painful neuritis lasting 2 to 3 months may 
follow. Alcohol block should be performed by 
one properly trained in this procedure who has 
suitable equipment. The technique is carried 
out by inserting a needle in the region of the 
second lumbar ganglion. A skin temperature 
recorder is attached to the skin of a toe and 
reading made. One cc. of Novocaine 2% is 
injected. If a sharp rise in temperature occurs 
in 5 to 10 minutes the needle is placed properly 
and 1 to 2 cc. of 95% ethyl alcohol is injected 
into the region of the second lumbar sympathetic 
ganglion. The third lumbar gangolion may be 
injected at a later time if the sympathetic block- 
ing effect is incomplete. In addition to or in- 
stead of nerve blocks the intra-arterial injection 
of histamine phosphate 2.75 mg. in 300 cc. of 
saline, 10 mg. of B. imidazoline or 0.3 mg. of 
CCK 179°* with or without antibiotics daily 
for 10 or more days is used. 

5. Night cramps: Night cramps may be due 
to arterial insufficiency, prolonged standing, poor 
foot posture, flat arches, genu valgus, potassium 
imbalance (in diabetics), hyponatremia, hypo- 
chloremia, nerve root irritation, venous stasis, 
hypocalcemia, hyperphosphatemia (pregnancy ), 
and other causes. Specific treatment such as 
aluminum hydroxide for the hyperphosphatemia 
of pregnancy, elastic bandages for venous insuf- 
ficiency etc., is indicated. Syptomatic treatment 
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is satisfactory and consists of diphenhydramine 
hydrochloride* 50 mg. and quinidine sulfate grs. 
III (grams 0.2) with evening meals and upon 
going to bed. 

6. Raynaud’s Syndrome: This may be due 
either to functional or organic vascular disease 
or both. The vasospasm may be initiated by 
cold or neurogenic factors or other causes. The 
importance of cold may be revealed by noting 
the length of time required for the fingers to 
reach 30 degrees C. after immercing the hands 
in water 15 degrees C. for 15 minutes with the 
patient resting in a comfortable warm environ- 
ment. Normally this value is reached in a very 
few minutes but with cold sensitivity it may not 
be reached for an hour. Cold sensitivity is treat- 
ed by warm clothing, the use of a sportsman’s 
type hand warmer*®*, 2% nitroglycerine oint- 
ment locally twice a day and B. imidazoline. 
CCK 179 is a useful adjunct in patients with ex- 
cessive nervousness which is common in patients 
with this disease (Fig 7). If excessive perspira- 
tion of the hands is present, methantheline bro- 
mide*** is employed. Thoracic sympathectomy 
seldom is employed as a moderate return of 
sympathetic function occurs generally in 2 to 





DH alkaloids of ergot (CCK 179) shorten the 


Fig. 7. The 


duration of the cold-induced vasoconstriction in Raynaud’s dis- 


ease. Before the drug the skin temperature reached 30 degrees 
in 45 minutes but after the drug it reached this level in 35 
minutes. 

3 years. This is in contrast to the lumbar sym- 
pathectomy which shows only slight return of 
function in a small percentage of patients after 
many years. 

7. Thrombosis or embolis of large arteries: 
Heparin is given 100 mg. intravenously immed- 
upon diagnosis to prevent extension of the clot. 
Preparations then are made for passing a catheter 
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into the caudal canal to the level of the 2nd 
lumbar vertebrae and 25 cc. of 1% Novocaine 
injected to increase collateral circulation. The 
catheter is passed when the heparin effect is 
low or after the administration of protamine sul- 
fate to temporarily inhibit the heparin action. 
After the catheter has been placed heparin is 
resumed, 75 mg. every six hours intravenously or 
according to the coagulation time (2 times nor- 
mal 4 to 6 hours after injection). If the desired 
increase in circulation does not occur with this 
procedure as shown by plethysmographic meas- 
urements an embolectomy is performed provid- 
ing the vascular accident has occured within 
the last few hours. When thrombosis is present 


DISEASE OF ABDOMINAL AORTA 
REVEALED BY LOW PULSATIONS IN LEGS 


























Fig. 8. Aortic obstruction located by recording pulsations of 
limbs at various sites. 


attempted surgical removal of the clot usually 
is unsuccessful and continuous anti-coagulant 
therapy generally is employed. 

8. Chronic occlusion of the abdominal aorta 
(Leriche Syndrome) (Fig. 8): This produces 
a syndrome characterized by decreased circula- 
tion to the legs with associated symptoms such 
as impotence, low back pain and development of 
a characteristic gait. The most conservative 
treatment is medical as described above for the 
ambulatory patient with organic arterial occlu- 
sive disease. If minimal degeneration of the 
tissues is present, such as atrophy of the skin 
of feet and toes, a bilateral lumbar sympathec- 
tomy is often of value. With rapid degeneration 
of the tissues one considers removal of the ob- 
struction with restoration of the lumen of the 
vessels. Thromboendarterectomy may be car- 
ried out by surgeons experienced in this field. 
Isolated, short-segment obstruction of an iliac 
artery is suitable for this type of therapy. This 
operation takes many hours to perform and 
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thrombosis after surgery occurs not uncommonly. 
Another solution to the problem is an aortic 
graft, in which a suitable aortic segment prop- 
erly sterilized and previously stored in special 
solutions or in a frozen state is employed. This 
procedure has been used for at least 5 years in 
the repair of coarctation of the aorta with sat- 
isfactory results. 

9. Abdominal aneurysm: This may be treated 
in several ways, none of which is satisfactory 
entirely. A vein-in-lay graft has been employed 
with success in certain patients by Freeman 4. 
An aortic graft is feasible in certain cases if 
the aneurysm is not too extensive. Wiring or 
wrapping of the aneurysm as well as partial 
ligation of the aorta above the aneurysm have 
not produced satisfactory results in a significant 
number of patients. 

10. Gangrene: Patient conservative treatment 
varried out over a long period of time may save 
limbs. Gas gangrene antitoxin is given. As a 
last resort however amputation may be neces- 
sary. The site for amputation should be selected 
carefully and decisions are made in part at 
least on the basis of the blood pressures in the 
lower extremeties as compared with those of the 
upper extremities (plethysmographic technique ) 
(Fig. 9). 


DISEASE OF AORTA AND LARGE ARTERIES DETECTED BY 
SYSTOLIC BLOOD PRESSURE GRADIENTS 





Fig. 9. The systolic blood pressure gradients aid in determin- 
ing the lowest site for amputation. 

The most common surgical procedure employ- 
ed for the treatment of peripheral vascular di- 
sease is the lumbar sympathectomy. Sympa- 
thectomy is indicated usually when there are 
strong neurogenic factors limiting blood flow, 
when minimal tissue atrophy has occurred, es- 
pecially when these changes are progressive, 
and when excessive sweating is present. Sympa- 
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thectomy is contra-indicated in the presence of 
marked cerebral or cardiac disease, when peri- 
pheral blood flow is uninfluenced by removal of 
sympathetic vasomotor tone (posterior tibial 
nerve block), when extensive irreversible tissue 
damage has occurred, or when hemometakinesia 
is demonstrable. When advising sympathectomy 
one must keep in mind the undesirable side ef- 
fects which occur occasionally. These are: post- 
operative neuritis which may be severe and 
occurs in about 20 percent of patients, disap- 
pearing usually in 4 to 5 months, failue of ejacu- 
lation which occurs when the first lumbar ganglia 
are interrupted bilaterally, and hemomtakinesia 
which occurs rarely. The primary beneficial 
effect of a sympathectomy is an increased cir- 
culation to the skin and digits as revealed by 
increases in skin temperature and blood flow. 
The improvement of nutrition to the tissues 
aids in the healing of skin ulcers and is evi- 
denced by increased rate of growth of tissues 
especially of toenails (Fig. 10). Medical treat- 
ment after sympathectomy is indicated and in- 
cludes the use of alcohol orally which produces 
a vasodilatation by a direct action on the blood 
vessel walls. Tobacco, after sympathectomy, no 
longer decreases blood flow and thus need not be 
withheld as far as the diseased limb is concerned. 
Body heating after sympathectomy is ineffective 
as a vasodilator as its effect is mediated through 
the sympathetic nervous system. 





10. Increased growth of toe nails after symvathectomy in 


Fig. 
a patient with thromboangiitis obliterans. Essentially no growth 
6 months before sympathectomy, 5 mm. growth 6 months after 
surgery. 
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THE NEPHROTIC SYNDROME 
Derrill B. Manley, M.D. 


Medical Center, 1313 N. 


2nd Street 


Phoenix, Arizona 


Few situations in medicine present greater 
complexities in handling than the nephrotic 
syndrome. Almost every practitioner, at least 
one or more times in his career, is beset with 
the problem of the edematous child. With 
this thought in mind, clarification of the syn- 
drome is undertaken, with a view towards de- 
fining its subdivisions from the clinical, labora- 
tory, and pathological standpoints. 

I. Definition — In a recent comprehensive 
study by Barness, Moll, Janeway (1) the ne- 
phrotic syndrome was sub-divided into the ne- 
phrotic stage of chronic glomerulonephritis, and 
lipoid nephrosis. The former represented a 
form of the nephrotic syndrome without known 
antecedent history of acute glomerulonephritis 
or pyogenic infection, with persistent pro- 
teinuria and edema as the presenting signs 
and other evidence of chronic glomerulone- 
phritis initially obscured, but ultimately be- 
coming manifest. The latter was described as 
a form of the nephrotic syndrome manifested 
by edema, proteinuria, lipemia, essentially 
normal blood pressure and little, if any, hema- 
turia or nitrogen retention. Both are charact- 
erized by a chronic course with exacerbations, 
remissions and in many instances eventual 
recovery. 

Rosenblum, Lander, and Fisher (2) have re- 
marked that the majority of their cases origin- 
ally diagnosed as pure lipoid nephrosis were 
reclassified as chronic glomerulonephritis after 
observation over a long period. 

The term nephrosis is used to denote a dis- 
order in which albuminuria, hypoproteinemia 
and edema are the dominant clinical features, 
but without evidence of progressive renal in- 
sufficiency. It is thought that transient hema- 
turia, hypertension or azotemia are not incon- 
sistent with the diagnosis of nephrosis. Ad- 
dis (3), on the other hand, states that nephrosis 
is not really a diagnosis in the full sense of the 
word, but only gives a name to symptoms that 
appear suddenly from nowhere without any 


A Review of Current Literature and a Survey of Cases at Den- 
ver Children’s Hospital from 1940 through 1950. 
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history of development. He considers the 
combination of edema, cylindruria, the fatty 
infiltration of the tubule cells, the lipemia, and 
the proteinuria to be the nephrotic syndrome, 
but for the sake of treatment classifies all of 
these patients as being in the degenerative 
stage of glomerulonephritis. 

II. Age, Sex and Race Incidence — Block, 
Jackson (4) in a study of forty (40) children 
with lipoid nephrosis, list twenty-six (26) boys 
and fourteen (14) girls. Of the forty, fourteen 
were six years of age or older at the onset of 
The youngest was fifteen months, the 
oldest fifteen years. 

Galan (5) reports that of eighty-four (84) 
patients with the nephrotic syndrome, the ma- 
jority were two to four years of age, with the 
youngest being ten months of age, and the 
number of white cases was markedly greater 
There was a slight pre- 


illness. 


than those in negros. 
dominance of male cases. 

lil. Character of Disease — Barness, Moll 
and Janeway (1) report the onset in almost all 
instances of lipoid nephrosis and the nephrotic 
stage of nephritis was insidious. First symp- 
toms noted were either edema around the eyes, 
rapid increase in weight, or an upper respira- 
tory infection for two or three days prior to 
the appearance of edema. 

Block, Jackson, et al (4) considered the diag- 
nosis of lipoid nephrosis established when the 
following criteria were present: edema, protein- 
uria, good renal concentration ability, high 
blood fats and low blood protein with marked 
decrease in albumin, absence of retinopathy, 
absence of persistent azotemia, absence of per- 
sistent hypertension, no hematuria other than an 
occasional finding of about 10 red cells per high- 
powered field in a centrifuged freshly voided 
specimen. Nutritional history had no appar- 
ent relationship to the appearance of nephrosis. 
Breast feeding in infancy was not a significant 
factor. It was noted that by far the majority 
of children had received one or more immuniz- 
ations, or had one or more of the common 
communicable diseases, or both, before they 


became ill with nephrosis. An upper respira- 
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tory infection preceded the illness as often as 
not, but regardless of the relationship to onset, 
these were responsible for recurrences in child- 
ren in whom the disease had been inactive 
for various periods of time. Nine children of 
the forty studied had some allergic manifesta- 
tion. 

Hermaturia in the nephrotic syndrome has 
been exceptional, but repeated examinations of 
the urine disclose showers of red cells from 
time to time in nearly every patient. Even 
in lipoid nephorsis, where absence of hema- 
turia is regarded as essential to the diagnosis, 
red cells are occasionally found, according to 
Bradley and Tyson (6). On the whole, kid- 
ney function appears to be excellent. Many 
writers have stressed the normality of concen- 
trating power, phenolsulfonphthalein excretion 
and urea clearance, and the absence of nitro- 
gen retention, acidosis and other evidences of 
renal insufficiency. This is not surprising since 
there is little or no destruction of glomeruli, 
the renal vascular system is relatively undis- 
turbed, and blood continues to perfuse renal 
tissue normally. However, renal insufficiency 
develops sooner or later in most cases of the 
nephrotic syndrome in which progressive renal 
damage occurs, as in the course of chronic dif- 
fuse glomerulonephritis, intercapillary glomer- 
ulosclerosis, and amyloidosis. On the other 
hand, in children with lipoid nephrosis, filtra- 
tion rate and urea clearance may be increased 
markedly. 

Even after prolonged illness these processes 
may be reversed in many patients, with every 
trace of the disorder disappearing and the kid- 
neys returning to normal. In others, however, 
renal insufficiency may finally ensue as ne- 
phrons disappear and the glomerular filtration 
beds shrink. In this process the nephrotic syn- 
drome clears. Proteinuria is less marked and 
may ultimately cease altogether, apparently as 
a result of the obliteration of defective glom- 
eruli and the diminution in the available fil- 
tration surface through which protein may es- 
cape from the blood. As protein loss dimin- 
ishes, the plasma protein concentration rises 
and peripheral edema regresses. Addis (3) 
interprets this as the transition from the de- 
generative stage of glomerulonephritis to the 
terminal stage. 

Concerning edema, the distribution is gov- 
erned by gravity and tissue tension. There is 
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a predilection tor the eyelids, particularly the 
lower lids, which may be attributed to the 
low pressure and the high distensibility of the 
skin in these areas. The genitalia and loose 
abdominal wall present similar characteristics. 
Failure of the lymphatic drainage when the 
eyelids are motionless and not blinking, as 
during sleep and recumbency, explains the 
tendency for edema fluid to accumulate about 
the eyelids during the night. Pleural effusion, 
ascites, acute pulmonary edema, localized ed- 
ema of the glottis, and edema of the gastro- 
intestinal tract may be encountered. 

Even in the presence of overwhelming in- 
fection such as pneumococcal peritonitis, a 
nephrotic may show normal white cell counts. 
This is probably another manifestation of the 
diminished resistance to infection that these 
patients exhibit. 

Schwartz, Kohn and Weiner (7) commented 
on the original use of the term, lipoid nephrosis, 
by Muller to distinguish the purely degenerative 
type of renal lesion from the inflammatory type. 
and mentioned its characteristically insidious 
onset. They made such a diagnosis in only 
forty children in over twenty years of obser- 
vation, but in that same period observed over 
400 children with typical symptoms of acute 
or chronic glomerulonephritis. They also not- 
ed, after prolonged .observation, that several 
of these patients had distinct rises in blood 
pressure during early puberty and that Addis 
counts also revealed increased red cell counts 
in four cases and increased urinary casts in 
two cases. 

Concerning calcium metabolism in nephrosis, 
Emerson and Beckman (8) reported the cor- 
relation of Roentgen changes in the bones with 
alterations in calcium metabolism in nephrotic 
children. The carpals and shafts of the pha- 
langes, metacarpals, radius and ulna showed 
diffused rarefaction, but the epiphyseal lines 
were as dense as those of a normal subject. 
Most nephrotic children studied had normal 
growth rates. Low serum concen- 
trations, extremely low urinary calcium excre- 
tion, and abnormally low calcium retention 
were noted. The authors concluded that form- 
ation of bone matrix was normal, but calcifi- 
cation of shafts was incomplete because of 
deficient supply of calcium, and a general cal- 
cium deficit was present with epiphyses of 
growing bone being favored with regard to 
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calcium distribution at the expense of the 
shafts. 

Rosenblum, Lander and Popper (9) report 
one ease of clinically pure lipoid nephrosis who 
died from homologous serum jaundice during 
a period of remission. This child at various 
times received intravenous infusions of con- 
centrated pooled human plasma and salt-poor 
human albumin with clinical improvement. 
Autopsy revealed liver findings of fulminant 
infectious hepatitis. Kidneys revealed findings 
consistent with lipoid nephrosis. 

IV. Course and Prognosis — Janeway (10) 
has stated that in the group of children show- 
ing persistent hypertension, hematuria, nitro- 
gen retention, the prognosis is poor and death 
due to renal or cardiac failure is apt to occur 
in a few years. In the group with so-called 
pure nephrosis, symptomatic recovery with or 
without persistent albuminuria occurs in a high 
proportion of cases who survive the period of 
several months to several years during which 
remissions and exacerbations of the edema con- 
tinue. Infection is the predominant cause of 
death in the latter group, thus indicating 
prompt treatment of any febrile illness. Over- 
zealous treatment is the second most important 
cause of death, reactions to intravenous in- 
jections, unwise tonsillectomies or other surg- 
ical procedures, or infections acquired in un- 
necessarily prolonged periods of hospitalization 
being incriminated. 

Barness, Moll and Janeway (1), in the 208 
cases studied, have noted that the so-called 
spontaneous remissions are common within two 
months of onset of the illness. As the disease 
progresses, spontaneous remissions apparently 
recur less frequently for any individual patient. 
Because of the difficulty in distinguishing be- 
tween the nephrotic stage of chronic glomer- 
ulonephritis and lipoid nephrosis, and because 
lipoid nephrosis appears to be relatively com- 
mon in childhood, all patients with edema, 
lipemia, low serum protein and albumin, and 
albuminuria should be treated with a reason- 
able degree of optimism, according to these 
authors. The disease will run a_ chronic 
course with remissions and exacerbations, but 
ultimate recovery will occur in many child- 
ren, particularly if protected from infection, 
which has been the major cause of death in the 
past. Those patients who develop frank evi- 
dence of glomerular involvement, however, us- 
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ually assume the poor prognosis of chronic 
nephritis. 

Aldrich states that before chemotherapy, 
88% of patients with nephrosis, who developed 
bacteremia and peritonitis or other severe in- 
fections, died. After chemotherapy, the mor- 
tality from severe infections dropped to about 
40%. 

The series of 34 children with lipemic ne- 
phrosis observed over a 12 year period by Hey- 
mann and Startzman (11) included 10 deaths. 
Three deaths occurred less than six weeks 
after onset. Out of 12 patients reexamined, of 
the series of 34 patients, from 1 to 17 years 
after their discharge from the hospital, 8 were 
thought to be definitely recovered and three 
probably recovered. Of the 34, ten or thirty 
percent died of intercurrent infection. They 
feel justified in prognosticating a better than 
50% chance for recovery. The cause of death 
in lipemic nephrosis is either an intercurrent 
infection or terminal chronic nephritis, the 
latter occurring in their experience in approx- 
imately 8% of cases. 

Hypo-amino-acidemia in children with ne- 
phrotic crises has been commented on by Farr 
and MacFadyen (12). The nephrotic child is 
apparently subject to an acute disturbance of 
plasma amino acid regulation which begins 
without clinical warning and appears to be 
self limited when not complicated by infection. 
This acute illness, termed “nephrotic crisis”, 
is accompanied by a sharp and sudden fall in 
the amino acid content of the plasma. Ab- 
dominal pain with fever is often complained 
of, usually localized to one part of the abdo- 
men. Gasseous distention, pallor, prostration, 
listlessness, nausea, occasional vomiting and 
mild diarrhea may be present. Onset is rather 
sudden and recovery may be as rapid as onset. 
Leucocytosis is always present during an at- 
tack. Changes in the concentration of plasma 
amino acid occur as abruptly as the clinical 
condition of the patient changes. The ne- 
phrotic crisis apparently has no relation to 
ordinary infections, it is not cyclic in occur- 
rence and bares no evident relation to any 
environmental factors. Changes in the blood 
amino acids seemed to parallel the clinical 
course of the acute illness. 

The literature, at one time or another, re- 
veals accounts of practically every type of 
infection having a beneficial effect on the 
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course of nephrosis. Measles is apparently the 
most outstanding and most consistent in its 
effect. Blumberg and Cassady (13) have not- 
ed that improvement following measles in 
patients in the nephrotic stage of chronic glom- 
erulonephritis is neither as marked or as last- 
ing as that in lipoid nephrosis. They believe 
that the advent of chemotherapy and _anti- 
biotics may make measles a more practical and 
safer tool against nephrosis. In nephrotic pa- 
tients responding ideally to measles, onset of 
disappearance of edema may be noted one to 
three days after rash becomes apparent. The 
urine may become albumin-free one to twenty 
days after onset of rash. Blood chemistries 
may become entirely normal. Meizlik 
Carpenter (14) believe that possibly more fav- 
orable results may be obtained if measles is 
contracted in the early stages of nephrosis. 
Rosenblum, Lander and Fisher (2) have been 
impressed with the remarkable response to 
measles in edematous cases and have noted the 
trend toward higher protein levels after meas- 
les in both the albumin and globulin fractions. 
Many workers, however, question the wisdom 
of deliberately exposing edematous nephrotic 
patients to measles because of the dangers in- 
volved, despite available chemotherapy and 
antibiotics. 


and 


V. Treatment — It seems appropriate to com- 
ment that were any single therapeutic agent 
or combination of therapeutic agents effective 
in the treatment of the nephrotic syndrome, 
the literature would not present the myriad 
accounts of therapeutic measures tested that 
one encounters. Barness, Moll and Janeway 
(1) have recorded 64 various methods used for 
the 208 patients in their series. The large 
number suggests that few have been good 
enough to last. The of all foci of 
infection at an appropriate time is recommend- 


removal 


ed. 
of choice in the presence of renal damage. 


Cyclopropane is considered the anesthetic 


Paracentesis can be utilized repeatedly for re- 
lief of discomfort, and is often more effective 
late in the disease. This is thought to be due 
to the thinness of the abdominal wall late in 
the and the fact that fluid collects 
more easily in the abdominal cavity than in 
These authors sug- 


disease 


other parts of the body. 
gest ambulation as long as the edema _ will 
permit. They consider paracentesis the simp- 


lest method of removing extra-cellular fluid 
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if ascites embarrasses eating, breathing, 
getting about. They advised keeping the pa- 
tient at home or in a sheltered environment 
as much as possible, since long hospitalization 
exposes to more infection. Moderation in the 


struggle to eliminate edema is advised. 


or 


Block, Jackson, et al (4) have observed that 
some of the children who died in their series 
received very intensive treatment with large 
amounts of either blood, plasma or sucrose in- 
fusions and have considered the possibility that 
actual harm might have been done to the kid- 
neys by these measures. They considered diur- 
etics useful to give relief to the severely ed- 
ematous child and felt that salt free albumin 
was probably the most effective of these. Thev 
were hesitant to use sucrose, at least in such 
quantities as to bring about a sudden rapid 
diuresis, because of the danger of resultant 
collapse. of sudden 
change in edema are critical times for the 
nephrotic child, and therapeutic procedures at 
such time should be performed with much care. 


circulatory Periods 


They suggest that any form of treatment is 
most effective when the patient is treated very 
In 


their opinion any child with edema and _pro- 


shortly after the onset of first symptoms. 


teinuria should be hospitalized at once for 
diagnosis and treatment if nephrosis is present. 


Gottfried, Steinman, and (15) 
ommend a high protein and salt poor diet, giv- 


Kramer rec- 
ing 3 to 6 grams of protein per kilogram of 
ideal body weight and a maximum of 14% gms. 
of sodium chloride per day. Ferrous sulfate 
usually had little effect on the secondary anemia 
encountered in these patients. lac- 
tate by mouth was also without effect on the 
hypocalcemia. 


Calcium 


Heymann and Startzman (11) are hesitant 
about the use of mercurial compounds as diu- 
retics, and if used at all recommend that they 
be given intramuscularly only, since they ob- 
served two deaths following the intravenous 
Ty- 


son (16) reported that in repeated injections of 


use of murcurials in a 1:10 saline dilution. 


mercurial diuretics in cardiacs, the only five 
reactions reported occurred in patients with the 
nephrotic syndrome. 
© ° ° 
This is the first section of a three part article. 
The second section of this article will appear in 
the December, 1953 issue. 
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PHOENIX (Gucaé CLUB 


MASSACHUSETTS GENERAL 
HOSPITAL CASE RECORD NO. 38141 





The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 





cussants are members of the Phoenix Clinical Club. 








A forty-eight-year-old woman was admitted 
to the hospital because of chills and fever. 

For one month prior to entry the patient 
had noted tiredness and anorexia. Three days 
prior to admission she developed a pounding 
frontal headache and was noted to have a 
low-grade fever. The day before entry she 
had a shaking chill followed by a temperature 
of 104 F., headaches and a 
vague ache in the muscles. 

The menopause had occurred two years be- 
fore admission, but one month prior to entry 
she had had an episode of vaginal bleading of 
a few days’ duration, with irregular vaginal 
spotting since that time; she had taken stilbes- 
trol daily because of hot flashes from six 
months until ten days prior to entry. Her 
father and one sister died of tuberculosis, and 
a brother died of Hodgkin’s disease. 

The temperature was 102 F., the pulse 100 
and the respirations 20. The blood pressure 
was 150 systolic, 70 diastolic. 

Physical examination was negative except 
for slight but definite tenderness on deep pal- 
pation in the right flank. 

The urine had a specific gravity of 1.012 
and gave a two plus reaction for albumin; the 
sediment was loaded with clumps of blood 
Cultures of the urine grew abundant 
blood 


severe malaise, 


cells. 
Escherichia coli. Examination of the 
showed a white-cell count of 16,000, with 77 
per cent neutrophils and a hemoglobin of 13.2 
gm. A nonprotein nitrogen was 16 mg. per 
100 ce. Roentgenograms of the chest showed 
some prominence of the left side of the heart 
shadow; the heart did not appear to be enlarged 
and the lung fields were clear. Vaginal smears 
were doubtful for malignant cells. 

Treatment with sulfadiazine resulted in a 
prompt subsidence of the symptoms and clear- 





ing of the urine. A dilatation and curettage 
was performed; the pathological report was 
atrophic endometrium. An intravenous pyelo- 
gram performed a few days before discharge 
was negative. She was discharged on the 
twelfth day. 

SECOND ADMISSION (three years later). 
In the interval the patient had felt well; there 
had been no further vaginal bleeding. Two 
weeks before admission she noted that she 
tired easily. One week prior to entry she 
began to note chilly sensations and the follow- 
ing day she had a frank shaking chill. Her phys- 
ician found 10 to 20 white cells in the urine 
and prescribed a triple-sulfonamide prepara- 
tion. The urine became free of pus cells on 
this therapy but she developed headache, vague 
generalized backache, profuse sweats, chilly 
sensations, paroxysms of fever up to 102 F., 
and mild shortness of breath on exertion, es- 
pecially when the raised. 
There had been no cough, chest pain or urin- 


temperature was 


ary symptoms. 

Physical examination revealed a middle-aged 
who did not The neck 
veins were full. The lungs were clear. The 
heart was normal in size and the heart sounds 


woman appear ill 


per se were normal; over a clearly defined area 
from the xiphoid to the apex there was a harsh 
loud adventitious sound which was variable in 
timing but was mostly systolic. This sound 
was heard only when she was in the supine 
position, disappearing when she sat up, and 
its intensity was diminished by deep inspira- 
Examinations of the abdomen and pelvis 
were normal. One Heberden node was present 
on the left little finger. 

The temperature was 102 F., the pulse 100 
The blood pressure 


tion. 


and the respirations 20. 
was 140 systolic, 70 diastolic. 

A urine of specific gravity 1.012 was normal. 
Examination of the blood showed a white-cell 
count of 6000, with a normal differential, and 
a hemoglobin of 114 gm. The erythrocyte 
sedimentation rate was 20 mm. in 60 minutes 
The nonprotein nitrogen was 28 mg. per 100 
ce., the serum chloride 92 milliequiv. per liter 
and a fasting blood sugar 116 mg. per 100 cc. 
Agglutination tests for typhoid and undulant 
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fever were negative. A blood Hinton test was 
negative. Roentgenograms and _ fluoroscopic 
examination showed marked enlargement of 
the heart without characteristic configuration. 
The amplitude of the pulsations of the heart 
was diminished; there was no appreciable 
change in the size of the heart on the Valsalva 
and Mueller tests. There was some prominence 
of the superior vena cava and azygos veins. 
The lung fields were clear. An electrocardio- 
gram showed normal rhythm at a rate of 
100 a PR interval of 0.16 second, a QRS inter- 
val of 0.08 second and a tendency to low volt- 
age. The T waves were upright in Leads 1 
and AVL and flat in Leads 2, 3, AVF, V1, V2, 
V3, V4, V5, and V6. 

In the hospital the pateint continued to have 
a temperature ranging from 100 to 101 F., 
with spikes up to 103 F. She had a few brief 
episodes of acute dyspnea usually associated 
with a rise in temperature; the longest of 
these lasted four hours. Digitalis and Mer- 
cuhydrin had no significant effect; Chloromy- 
cetin also had no noticeable effect and had 
to be discontinued after four days because of 
severe nausea and vomiting. The physical 
findings remained unchanged, with the addi- 
tion of the following: blood-pressure dropped 
10 mm., with deep inspiration; suggestion of 
gallop rhythm at the apex and of a paradoxi- 
cal pulse; heart sounds more distant than at 
admission; neck veins pulsating at a 45 degree 
angle. On the seventh day the white cell 
count was 5400, with a normal differential, 
and an electrocardiogram was unchanged. On 
the ninth day an operation was performed. 


DR. HOWARD C. LAWRENCE: 

This woman’s initial hospital admission was 
for the diagnosis and care of an acute febrile 
illness characterized by chills, fever, severe 
malaise, and headaches. Her physical exam- 
ination was negative except for tenderness in 
the right flank. The laboratory examinations 
indicated definite urinary tract infection. Sulf- 
adiazine therapy promptly eliminated the in- 
fection. Because of concern over the report 
made on vaginal smears, a D & C was carried 
out and demonstrated atrophic endometrium. 
I feel that this initial sickness had no direct 
relation to the ensuing difficulties other than 
that the second illness was initiated by an in- 
fection in the urinary tract. 

It is noteworthy that the patient’s health 
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was good in the three year interval between 
the two hospitalizations. Her second illness 
started two weeks before admission with an 
ease to fatigue. One week prior to entry she 
began to note chilly sensations and the follow- 
ing day she had a frank shaking chill. Pus 
cells were found in the urine and a triple sulfa 
preparation was administered. The urinary 
tract infection apparently cleared but she de- 
veloped headache, generalized backache, pro- 
fuse sweats, chilly sensations, paroxyms of 
fever up to 102 and mild shortness of breath 
on exertion. There was no cough, no chest 
pain. 

Her physical examination revealed full neck 
veins, clear lung fields. The heart was reported 
as being normal in size and the heart sounds 
were normal. A loud adventitious sound was 
heard in an area between the xiphoid and the 
apex which was variable in timing but was 
mostly systolic. This was heard only when the 
patient was in the supine position. Its in- 
tensity was diminished by deep inspiration. The 
blood pressure was 140/70 (compared with a 
previously reported pressure of 150/70), temper- 
ature 102, pulse 100, respirations 20. The urine 
examination was normal. The blood count was 
essentially normal except for a somewhat low 
hemoglobin value of 11.4 gm. The sedimen- 
tation rate was definitely elevated. The NPN 
was normal, as was a fasting blood sugar. The 
serum chloride was a low normal. Contrary 
to the physical findings the roentgenograms 
and fluoroscopic examinations showed a marked 
enlargement of the heart without characteristic 
configuration. The amplitude of the pulsations 
of the heart was diminished; there was no ap- 
preciable change in the size of the heart on 
the Valsalva and Mueller maneuvers. There 
was some prominence of the superior vena 
cava and the azygos veins. The QRX complex 
demonstrated a tendency to low voltage; the 
T waves were flat in the majority of leads. 


The patient’s course was a febrile one with 
spikes of fever to 103. There were some epi- 
sodes of dyspnea. Digitalis, Mercuhydrin, and 
Chloromycetin therapy were apparently inef- 
fective and were discontinued. Additional 
findings included: a drop of 10 mm. in blood 
pressure with deep inspiration; suggestion of 
gallop rhythm at the apex and of a paradoxical 
pulse; the heart sounds were more distant than 
at admission; the neck veins pulsated at a 45 
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degree angle. 

It seems to me that this woman most prob- 
ably had a pericarditis which complicated a 
urinary tract infection. Determination as to 
whether the pericarditis was one with effusion 
or whether there was a chronic constrictive 
fibrinous pericarditis seems in order. The dif- 
ferential diagnosis of cardiac hypertrophy and 
dilatation also bears consideration. 

Pericarditis is probably rarely a primary di- 
sease. The most frequent pathologic condi- 
tions with which it is associated are 1) rheu- 
matic fever, 2) pneumococcal infections, 3) 
coronary thrombosis with myocardial infrac- 
tion, 4) chronic nephritis with uremia 5) 
pulmonary TB and 6) miscellaneous bacterial 
infections. Since pericarditis is usually second- 
ary to disease of other organs, the symptoms 
are usually related to the primary disease dur- 
ing the early part of the illness. Our patient 
had symptoms definitely referable to a urinary 
tract infection. Acute fibrinous pericarditis 
is usually painless; when pain occurs it is 
usually because the pleura is _ involved. 
Auscultation characteristically reveals a to-and- 
fro sound corresponding to systole and diastole. 
The rub is most frequently heard over the 4th 
and 5th intercostal spaces close to the sternum. 
Change of position frequently will alter the 
characteristics of the rub. The “loud harsh 
adventitious sound” described in the protocol 
certainly isn’t a textbook picture of a pericard- 
ial frition rub, but I interpret it to be one, none- 
theless. 

Acute fibrinous pericarditis may subside or 
progress to be complicated by effusion. This 
process usually has an insidious and somewhat 
gradual onset. It frequently is unassociated 
with pain. Dyspnea is rather characteristic. 
Distention of the neck veins is usually found. 
Palpation usually reveals a gradually vanish- 
ing apical pulse. Percussion demonstrates a 
widening of the relative dullness in the first 
and second interspaces to the right and left 
of the sternum. Variance in this area of dull- 
ness in the recumbent and erect positions is 
significant. X-ray evidence of enlargement of 
the cardiac shadow with loss of normal cham- 
ber contour is suggestive of effusion. Dimin- 
ished cardiac pulsations as seen on fluoroscopy 
is rather characteristic. With large effusions 
the pear-shaped outline is usually seen. 


The pericarditis associated with rheumatic 
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heart disease may be painless., characteristically 
has a friction rub, and usually has some degree 
of effusion. It seems unlikely that such a 
diagnosis should be seriously entertained, how- 
ever, because of the patient’s age and the ab- 
sence of other signs of a rheumtic state in- 
cluding evidences of valvular damage. 

Chronic constrictive pericarditis is believed 
to be usually the result of a tuberculous in- 
fection. This patient’s father and one sister 
died of tuberculosis so we can safely assume 
that the patient had had contacts. But no 
evidences of pulmonary or other foci of tub- 
erculosis are suggested in the physical find- 
ings or the x-ray reports. Authorities feel that 
the tuberculous involvement of the pericardium 
occurs by direct extension from mediastinal 
lymph nodes. This sequence of events can- 
not be entirely ruled out in our current dis- 
cussion. 

The three outstanding complaints associated 
with chronic constrictive pericarditis are short- 
ness of breath, swelling of the legs and ab- 
dominal swelling. Our patient had only the 
first of these three. Hepatomegaly, ascites, 
and signs of pleural fluid are seen in over half 
the cases. Our patient had none of these find- 
ings. Pulsus paradoxicus and a narrow pulse 
pressure may or may not be present in the 
chronic constrictive pericarditis. Rarely is a 
friction rub present. In this disease the heart 
may be normal in size, but, despite a common 
belief, may equally often be found to be mod- 
erately enlarged or rarely greatly enlarged. 
About half of the have demonstrable 
pericardial calcifications in the x-ray. The 
EKG commonly shows flattening or inversion 
of the T waves and low voltage is frequently 
observed. Our patient had a pulsus pariodox- 
icus, no significant change in pulse pressure, 
a definite friction rub, and marked enlarge- 
ment of the cardiac shadow on x-ray. No peri- 
cardial calcifications were reported. The EKG 
findings in our patient were compatible with 
a diagnosis of chronic constrictive pericarditis. 

Differentiation must be made between peri- 
carditis with effusion and cardiac hypertrophy 
and dilatation. Osler’s summary of the dif- 
ferential diagnosis is quoted: 

“(1) The character of the apical impulse in 
dilation, particularly in thin chested people, 
is comonly visible and wavy. 

(2) The shock of the cardiac 
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more distinctly palpable in dilatation. 
(3) The area of dullness in dilatation rare- 
ly has a triangular form; nor does it, ex- 
cept in cases of mitral stenosis, reach so 
high along the left sternal margin or so 
low in the fifth and sixth interspaces with- 
out visible or palpable impulse. Dullness, 
shifting with change of position, speaks 
strongly for effusion. 

(4) In dilatation, the heart sounds are 

clearer, often sharp or fetal is character; 

gallop rhythm is common, whereas in ef- 
fusion the sounds are distant and muffled. 

(5) Rarely in dilatation is the distention 

sufficient to compress the lung and _pro- 

duce the tympanitic note in the axillary 
region, or flatness behind. 

(6) The x-ray picture may be very definite 
and unlike any form of dilatation or hyper- 
trophy of the heart.” 

The interpretation of the final sentence in 
the protocol proves to be difficult. It reads “on 
the ninth day an operation was performed”. 
If the patient had a pericarditis with effusion 
it would seem that a pericardial tap would 
have been done. Was the intended tap re- 
ferred to as an “operation”? 

In a purulent effusion repeated pericardial 
taps may prove ineffective and a_ surgical 
drainage is indicated. If this was the proposed 
surgery, information about the preceding taps 
has apparently been withheld. Finally, did 
our patient have chronic constrictive _peri- 
carditis and was the proposed surgery to be 
the excision of the offending pericardium? 

It seems unlikely that the patient would be 
taken to surgery for excision of a constricting 
pericardium on the basis of the findings pre- 
sented. 

There are reported cases of extensive peri- 
cardial effusions resulting from primary malig- 
nancy of the pericardium; a larger number 
report effusions resulting from metastatic im- 
plants in the pericardium. Cases of primary 
amyloidosis involving the heart whose symp- 
toms and findings closely resemble those of 
chronic constrictive pericarditis are to be found 
in the literature. 

CONCLUSIONS: I shall elect to interpret the 
operation mentioned as being a pericardial tap 
rather than a surgical procedure. My diag- 
nosis is tuberculous pericarditis with effusion. 
A second choice, if the patient actually was 
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subjected to intrathoracic surgery, would be 

chronic constrictive pericarditis in which there 

was an associated cardiac enlargement. 
DIFFERENTIAL DIAGNOSIS 

DR. EARLE M. CHAPMAN: “Adventitious.” I 


had to go to the dictionary to refresh my mem- 
ory about this word; it is defined as “added 
extrinsically, not essentially inherent, acquired, 
accidental, casual”. This word, which is used 
in many ways, is the most important choice in 
this whole physical examination. 

I should like first to look at the x-ray films. 
DR. STANLEY M. WYMAN: The first two 
films, taken during the original admission to 
the hospital, show no evidence of intrinsic 
pulmonary disease. The heart shadow may be 
a little prominent in the left ventricular por- 
tion, but that is not very striking. The aorta 
is not remarkable. The bones appear well 
preserved, and I see no other evidence of 
The films taken in the second ad- 
mission demonstrate a great change in the 
size of the central heart shadow, which is now 
rather rounded and shows loss of normal geo- 
graphic contours. According to the fluoroscop- 
ist there was definite diminution of pulsation of 
the margins of this shadow. There is no evid- 
ence of fluid in the pleural spaces and nothing 
that I can recognize in the lungs themselves. 
The superior vena cava and azygos vein are 
more prominent than usual and are certainly 
more prominent than on the original examin- 
ation. 

DR. CHAPMAN: Is there any evidence of 
calcification around the heart in any of those 
films, especially along the diaphragmatic sur- 
face? 

DR. WMYAN: No; none that I can see — and 
according to the fluoroscopists’s report it was 
not seen at fluoroscopy, which is the best 
time to make this observation. 

DR. CHAMPAN: Isn't it a medical aphorism 
that the absence of pulsation in the heart with 
clear lung fields is diagnostic of pericardial 
effusion? 

DR. WYMAN: I think that is the most prob- 
able explanation for this situation. 

The films taken from the pylegrom show no 
significant intrinsic disease that I can recog- 
nize. The left kdiney may be rotated on its 
long axis. 

DR. CHAPMAN: Do you see any calcification 
in the region of the kidney? 


disease. 
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DR. WYMAN: No; there is no evidence of ren- 
al or adrenal calcification. I am not impres- 
sed with the pvelogram. 

DR. CHAPMAN: And these little areas in the 
lung out here — you do not interpret them as 
an early lesion of tuberculosis on the early 
film. 

DR. WYMAN: I think it may be a tiny scar 
but not a significant one. 

DR. CHAPMAN: Does it show on the film? 
DR. WYMAN: Perhaps, but at any rate I would 
not attach any significance to it. It has not 
changed or become worse. 

DR. CHAPMAN: In reconstructing the sit- 
uation I can only link up the first hospital 
entry with the entry three years later in so 
far as one has to suspect the possibility of a 
tuberculous lesion in the kidney. Since the 
patient had blood in the urine and evidence 
of infection, which evidently responded to 
sulfadiazine, the supposition is that there was 
a bacterial infection from which she recovered 
completely. The vaginal bleeding at the time, 
I assume, was due to stilbestrol therapy. I 
cannot link the first entry with the second. 

When I come to the next problem of her 
departure from health, it seems clear to-me, 
and the x-ray films confirm it, that she had 
pericardical effusion: pericarditis with effusion 
can be caused by a number of things. The one 
thing that I was rather surprised by was that 
there was not a better clinical description of 
the state of the venous pressure — only the 
remark that the veins were filled and pulsated 
at a 45 degree angle. It would have been help- 
ful to know more about this. The other things 
I assume are absence of enlargement of the 
liver and spleen, and of ascites. 

DR. REED HARWOOD: At the time she was 
operated on, she had no ascites or, as far as I 
could make out, enlargement of the liver or 
spleen. 

DR. CHAPMAN: A total protein was not in- 
cluded at that time; I take it that no total 
protein was done on the patient before opera- 
tion. 

I am faced with the diagnosis of a rather 
acute process with pericardial effusion and 
a spiking fever; what are the possibilities? The 
most common basis is a tuberculous lesion; 
The next, rheumatic fever, and likewise the 
absence of a precordial pain and other signs 
do not fit with the patient's having had a 
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coronary thrombosis. 

Subacute bacterial endocarditis also 
to be ruled out, although it would have been 
nice to have a blood culture from this patient. 
DR. BENJAMIN CASTLEMAN: The blood 
culture showed no growth. 

DR. CHAPMAN: That would tend to rule out 
acute bacterial invasion by the usual type of 
organism that causes pus formation. 

Malignant tumors? I noted that there was 
Hodgkin’s disease as well as tuberculosis in 
the family history; therefore one thinks of the 
possibility of this being a lyphoma in the lung 
root. In the description of the x-ray films it 
seemed that the left side of the heart was 
rather large; in your interpretation, Dr. Wy- 
man, you mentioned no suggestion of nodes in 
the hilum. 

DR. WYMAN: No; I do not see them. 
DR. CHAPMAN: I do not either, so I shall 
discount lyphoblastoma. 

Another condition that might cause this is 
diseminated lupus erythematosus, but there was 
no description of skin lesions or multiplicity of 
effusions in joints that would lead one to sus- 
pect this. There was one Heberden node in 
the little finger; that is a very tiny “red her- 
ring’. Dr. Walter Bauer and Dr. William 
Clark described a pericarditis in 12 per cent 
of 62 cases of rheumatoid arthritis. I did 
some multiplying; that is seven and a _ half 
patients. Dr. Ropes, would you tell us how 
many patients in your series had pericardial 


seems 


effusion? 

DR. MARION W. ROPES: 
effusion was low — approximately 6 per cent. 
The incidence of pericarditis was very high, in 
our series and in another autopsy series going 
up to 44 per cent. 

DR. CHAPMAN: Why did she have peri- 
carditis with effusion and this appearance? 
One disease that can simulate this picture close- 
ly is mitral stenosis; I must mention that brief- 
ly. In mitral stenosis, the left-ventricular fill- 
ing defect, — the impedance of filling of the 
left ventricle, — is due to the tight mitral valve; 
in chronic constrictive pericarditis, the insuf- 
ficiency of filling of the left ventricle is on 
the basis of fibrosis about the left ventricle. I 
think it was Dr. White who reported in 1948 
that fibrosis can involve the grove between 
the left auricle and the left ventricle. Of 
course, when the groove is decreased the 
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diastolic capacity of the ventricle is decreased, 
producing a high back or pulmonary pressure 
that can be measured by the catheter. The 
same results are obtained from catheter studies 
in this condition as are found in mitral stenosis. 
Were catheter studies done? 


DR. CASTLEMAN: 


DR. CHAPMAN: I do not believe anything 
here suggests that she developed mitral sten- 
osis between the ages of 48 and 51, but I must. 
mention it in passing. 

That brings me back to what I think is the 
most likely diagnosis — pericarditis with ef- 
fusion. The “adventitouis” sound I should call 
a friction rub. 

The next test of the situation is: What was 
the operation and why was it done? It is 
significant that the  electrocardiographic 
changes were consistent with pericarditis and 
in fact suggested an extension of the process 
into the superficial layer of the myocardium, 
not with true infarction of the myocardium. 
The patenit was going downhill and I think 
had the signs of cardiac tamponade — Beck’s 
classical triad: rising venous pressure, falling 
arterial pressure and a small quiet heart. In 
a way she had this. Dr. Edward D. Church- 
hill and Dr. Soutter probably would object to 
the phrase “a quiet heart”; Dr. Churhill says 
he almost never hears it. The neck veins fin- 
ally become pulsating at an angle of 45 de- 
grees and the heart sounds were more distant 
— the heart was not smaller but it was quieter, 
so she must have developed the picture of card- 
iac tamponade, which indciated an exploratory 
operation. 

What studies would help to make the diag- 
nosis? An engiocardiogram might have help- 
ed. Was one done? 

DR. CASTLEMAN: No. 

DR. CHAPMAN: Where was the incision 
made and what was done? I suppose I should 
guess about that. 

DR. CASTLEMAN: No. 

DR. CHAPMAN: Well, let me; I would like 
to. The surgeons may have put a needle in, 
taken out some fluid and squirted in strepto- 
mycin. As I understand it, aspiration and peri- 
cardiectomy are new methods for diagnosis and 
treatment of pericarditis with effusion. They 
may have suspected that she was forming fib- 
rosis and developing a chronic constrictive peri- 
carditis, although there was no clinical history 


I do not believe so. 
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of it; this exploration might have been designed 
to relieve the picture of cardiac tamponade due 
not only to fluid accumulation but to a rapidly 
developing fibrosis. This is supported, per- 
haps, by the electrocardiographic evidence. 
There are several approaches used in that op- 
eration; Blalock would make an incision in the 
fourth interspace and remove the fourth and 
fifth costal cartilages and really expose the 
heart so that the possibility of fibrous rings 
about the groove between the left auricle and 
ventricle as well as the right side could be ex- 
plored. In their experience they have some- 
times had to go back and do both sides. There 
is no evidence in the x-ray films to support 
this situation as Dr. Wyman tells us there is 
no calcification present. However, in the Mas- 
sachusetts General Hospital cases, reported in 
1948, only half had calcification visible by x-ray 
examination — chiefly along the diaphragmatic 
surface, was it not? That leads me to the 
final consideration of what was done. Was it 
decortication or just a decompression? I do 
not know. 

It is possible that a Hodgkin node might 
have been in this picture, but I do not be- 
lieve so. I am still going to make my first 
choice tuberculosis. 


DR. CASTLEMAN: A needle was introduced 
below the xiphoid and driven posteriorly and 
superiororly into the pericardium; a large 
amount of thin amber-colored slightly bloody 
fluid was present; about 280 cc was with- 
drawn and replaced with about 180 cc. of air. 
That was the procedure that was done before 
the operation. 


Dr. Harwood, would you tell us your thoughts 
about the patient before operation? 


DR. HARWOOD: Dr. Chapman summed up 
the clinical situation very well. We had an 
acutely ill patient who was getting worse all 
the time. Dr. Conger Williams saw her with 
me. It was perfectly obvious that she had 
pericarditis with an effusion and cardiac tamp- 
onade. The onset was so abrupt that we 
thought there must be some acute infection 
— probably not tuberculous pericarditis, which 
I had always thought was rather slow in onset. 
We believed that we had ruled out a bacterial 
pericarditis because both the blood culture and 
white-cell count were normal and the _peri- 
cardial fluid failed to show any bacteria. It 
was Dr. Williams’ thought that she might have 
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Various factors during pregnancy (intestinal displacement, 


atony, inactivity) make it virtually impossible for most women 
to go through the gestation period without constipation. 


CONSTIPATION IN PREGNANCY: 
Satisfactorily controlled with Metamucil’ 


Metamucil, with its physiologic prin- 
ciples of “smoothage” and “normo- 
hydration,’’ is well tolerated for 
pregnancy constipation. This bland 
vegetable colloid may be used through- 
out the entire nine-month period 
without fear of forming a “‘habit’’ and 
without irritation to the mucosa. 
Greenhill’ suggests that Metamucil 
be given every other night. He also 
recommends that Metamucil be given 


in conjunction with a proper diet, 


during the lying-in period of the 
puerperium. 

Metamucil is the highly refined 
mucilloid of Plantago ovata (50%), a 
seed of the psyllium group, combined 
with dextrose (50%) as a dispersing 
agent. It is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 


1. Greenhill, J. P.: Principles and Practice of 
Obstetrics, ed. 10, Philadelphia, W. B. Saunders 
Company, 1951, pp. 103-104; 311; 332. 


SEARLE Research in the Service of Medicine 











404 


virus pericarditis, and for that reason we gave 
her Chloromycetin. However, the Chloromy- 
cetni did not help. We believed we would 
lose the patient if we did not find out whether 
she had tubercuious pericarditis or not. It 
was with the idea of finding out that we agreed 
that a biopsy was justified. 


CLINICAL DIAGNOSIS 


Pericardial effusion; Tuberculous 


Dr. Chapman’s Diagnosis 
Tuberculous pericarditis, with effusion 


Anatomical Diagnosis 
Tuberculous pericarditis 


PATHOLOGICAL DIAGNOSIS 


DR. LAMAR SOUTTER: The biopsy was 
simple to do, particularly after aspiration of 
fluid from the pericardium. The aspiration 
enabled us to estimate the thickness of the 
paricardium. Injection of air into the _peri- 
cardium gave us a good outline of the heart. 
I wonder if Dr. Wyman would show the film 
that demonstrates this. The biopsy was per- 
formed through the fourth interspace anterior- 
ly. This biopsy gave us an immediate diag- 
nosis, with little hazard to the patient. By 
being able to establish the diagnosis, we could 
start treatment at once — a distinct advantage. 
DR. CASTLEMAN: Could you say that the 
x-ray picture could not be due to metastatic 
carcinoma? Was that in the differential diag- 
nosis? 

DR. HARWOOD: We thought of that as a 
possibility but did not think the type of fever 
was consistent with it. 

DR. WYMAN: I thought of that possibility 
but excluded it. In this film after air injec- 
tion the margin of the pericardium on the 
inner aspect can be seen fairly well in several 
projections. There is a _ shaggy, irregular, 
frond-like appearance to the surface of the 
heart and to the pericardium itself. I do not 
see the characteristic nodules that I would ex- 
pect to see if it were metastatic carcinoma. 
DR. CASTLEMAN: The biopsy that Dr. Sout- 
ter took confirmed Dr. Chapman’s diagnosis 
of tuberculosis, following which she apparent- 
ly received a large amount of streptomycin. 
DR. HARWOOD: Following the operation 
she had two interesting findings: She developed 
pleurisy on both sides, with pain, friction rub 
and small amount of ascites. These were in- 
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terpreted as being due to a hematogenous 
spread of tuberculosis, although we had no 
proof of it. She was started on streptomycin 
and improved only slightly at first, as I recall. 
She had para-aminosalicylic acid, which she 
could not tolerate. Dr. Theodore Badger, 
whom we asked to see her, suggested that she 
be given the sodium salt of para-aminosalicy- 
lic acid; this she was able to take in full dos- 
age. Her fever subsided and she began to 
recover. She was in the hospital for six 
months; at the end of five months her sedimen- 
tation rate was normal, but then she developed 
rheumatoid arthritis, so we were no longer 
able to get any infromation from this test. 
She was continued on the para-aminosalicylic 
acid for about ten months and had streptomy- 
cin for about seven months; she has had two 
short courses of it since then, is now 
completely off therapy of any kind, except for 
limited activity. She goes to work two or 
three hours, three or four times a week. 
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Me PRESIDENT’S Page 


THE STATE OF HEALTH IN ARIZONA 


All of us are vitally concerned with and interested in the public health 
problems of our state. Recognizing its obligation to the peoples of Arizona, 
your Association took early lead in making available the services of the med- 
ical profession. Possessed of special training, especially in the field of health, 
it comes well equipped effectively to assist in the development of a sound and 
practical solution to the present day complex situation. In a recent statement 
issued by Governor Pyle he had this to say and I quote in part: 


“From the moment of the supreme court’s action on Arizona's previous 
laws, there has been an acute problem of responsibility in determining who 
could best prepare legislation that would be both workable, and acceptable 
to the legislature and the courts. Very shortly after the magnitude of the 
problem began to be more clearly understood, a first and most significant 
step toward solution was taken when the Arizona Medical Association vol- 
unteered in early July to help in any way it could, and by July 31, had 
accepted my suggestion that it name a committee to be charged with direct 
responsibility for assisting in the work. Thus, during a long period in which 
it might have appeared that little or nothing was being done to overcome 
an apparent vacuum in public health work, actually a great deal of plan- 
ning and organization was accomplished. 


“It is expected that an intensive 90-day effort will result in the pres- 
entation to the second regular session of the 2lst Legislature in January 
of a code that will be practical in its operation, entirely sufficient from 
a medical standpoint, and legally sound.” 


It continues to be both the policy and the profound belief of your Association 
that everyone of our members has the moral obligation and duty to do- 
nate the best of his services and abilities to problems concerning the health 
and welfare of Arizona citizens. As your President, I appointed a special 
committee on Health and Sanitation Code for the State of Arizona, headed 
by Dr. Reed D. Shupe of Phoenix; who will serve as chairman; Drs. William 
B. Steen of Tucson; Robert M. Matts of Yuma; Ernest A. Born of Prescott; 
Carl H. Gans of Morenci; Jesse D. Hamer and Preston T. Brown, both of 


Phoenix, and your President who will serve in an ex-officio capacity. Each 
member has agreed to assume this additional responsibility and it is my firm 
conviction that we may expect results for which we shall all be grateful. 


EDWARD M. HAYDEN, M.D. 
President 














Vo 


Wil 
Hor 
Lou 
Fra 
Wil 
Les 
Ari 


Car 
Do 
Da 


Rol 














OA a > 


os - 











Vol. 10, No. 11 


ARIZONA MEDICINE 





Fditeriae- 











ARIZONA MEDICINE 


Journal of 
ARIZONA MEDICAL ASSOCIATION, INC. 
NOVEMBER, 1953 NO. ll 


EDITORIAL BOARD 
airdkiate bin gre gaara Editor-in-Chief, Phoenix 
+ SR ee Assistant Editor, Tucson 





VOL. 10 








R. Lee Foster, M.D. 
Harold W. Kohl, M.D. 


ASSOCIATE EDITORS 


Wiliows Ti. Chowdiaed, BER 2... cc ccc deccecceseccens Phoenix 
Howard D. Cogswell, M.D. . .....Tucson 





Sr Th Pe, ME, ccceccccccecccsoeeseseoecess oenix 
i Se sks tegesease hanes shades eee sen Phoenix 
William H. ag ) eres Se He Tucson 
wa SY US Uh 6a er re eer Phoenix 
Arie C. Van Ravenswaay, Dt “cbwted obtvhe eueeswand Tucson 
_ ll "El —Ee a re Phoenix 
COMMITTEE ON PUBLISHING 
BR. See Wier, DE, Ge 2c iccccccssesevess Phoenix 
Ce, gg oo cncsicccesesseeceses Flagstaff 
i ee Mn ncn sey dnscanbd sad cseedaneane Safford 
ee Se SE, DEE, nce wscccesacecesneeesente Tucson 





Robert Carpenter, Executive Secretary, 
Arizona Medical Association, Inc. 


ADVERTISING AND SUBSCRIPTION OFFICERS 
J. N. McMEEKIN, Publisher and Business Manager, 
424 Heard Building, Phoenix, Arizona 
Eastern 5 Degreneatative 
A. J. JACKSON, Director 


State Journal pe me Bureau 
535 N. Dearborn St., Chicago 10, Illinois 











CONTRIBUTORS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
re - to construction, diction, spelling, and punctuation. 

Be guided by the general rules of medical wating. as 
follgwed by the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION. (See MEDICAL WRITING by Morris Fish- 
ein.) 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Submit manuscript typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

The Editor is always ready, 
in any way possi 


willing, and happy to help 











TOO MANY MEDICAL JOURNALS? 


This remark has been expressed a number 
of times recently by various commentators 
while reviewing the present status of publish- 
ing the voluminous amount of literature which 





is crossing physician’s desks in the various med- 
ical journals. 


It has been intimated that much of the 
material in the scientific articles is mediocre 
and hardly worthy of printing. And to rem- 
edy this it has been suggested that if several 
of the states who are publishing the smaller 
journals would combine and issue one journal 
the quality of our journals would be improved. 
In addition to our state journals and the Am- 
erican Medical Association journal, every spec- 
ialty has from two to a half dozen journals 
covering their own specific literature. To know 
something of the reading habits of the pro- 
fession today give some clues to the answer. 


A rather cursory oral poll of the readers of 
our own State Journal reveals some interest- 
ing facts. No one reads all the scientific ar- 
ticles. The specialists read the articles per- 
taining to their own specialty. Practically ev- 
ery one reads Dr. Guillermo Osler’s column. 
Also the editorials and any news notes are 
quite generally read. Clinical pathological cases 
are quite popular. And this applies to pro- 
grams of medical meetings as well as journals. 


And it can be further added that no one 
reads any journal from cover to cover. Med- 
icine has become so specialized and literature 
so extensive that the average practitioner does 
well to keep up to date on his own branch of 
practice. It might be added that the Table 
of Contents in a journal is one of the first 
things that is read. And then the doctor reads 
the summary of the scientific article that at- 
tracts his attention and then may read the 
whole article if he thinks he might find some 
new thoughts. 


So with this information at hand why should 
we go on publishing scientific papers that are 
seldom read? Who profits by it? The writer 
believes that the answer to these two questions 
is the most important reason for publishing 
medical journals. And the answer is The Au- 
thors. When an essayist prepares a paper, he 
usually reviews the literature on the subject, at 
least enough to bring him up to date on all 
angles. Then he embodies his own opinion 
and experiences in his essay. Most editors 
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have a rule that a paper must be read before 
a controversial body before it can be published. 
When the author has fulfilled these postulates, 
he is usually quite well informed on his sub- 
ject. The controversial body, whether it is 
the natonial, the state, the county, or the hos- 
pital staff extend him the courtesy of listening 
to his production. Few papers ever in our top 
journals are actually original. So if an author 
is to succeed in making an impression on his 
listeners and readers, he must have some in- 
teresting experiences, or some original opinions 
on his subject. And unless he does, or if he 
spends too much time rehashing facts and ma- 
terial that is too generally known he soon looses 
the interest of his listeners. Few speakers can 
maintain the interest of their listeners longer 
than 15 minutes. The supply of scientific pa- 
pers has taken a beating the past ten years be- 
cause our controversial bodies have had to 
spend so much time with the medical economic 
section of their programs. 

But after all is said and done the writer be- 
lieves that one of the best ways for medical 
groups to improve the medical knowledge of 
their members is to have them write scientific 
and have enough journals to publish 

And we will probably have medical 


paers 
them. 
journals as long as 
to patronize us. 


our advertisers continue 


CLINICAL SESSION PLANNED FOR 
GENERAL PRACTITIONER 


CHICAGO — Have you made your plans to 
attend the seventh annual Clinical Session of 
the American Medical Association in St. Louis, 
December 1-4? More than 3,500 physicians 
will be there. 

A program has been designed to give the 
general practitioner an opportunity to see and 
hear the latest 
More than 150 papers by outstanding physicians 


developments in medicine. 
will cover such topics as internal medicine, 
surgery, pediatrics, obstetrics and gynecology, 
tuberculosis and other diseases of the chest, 
cardio-vascular diseases, arthritis, dermatology, 
gastrointestinal diseases and neuropsychiatry. 

One outstanding feature will be an exhibit 
symposium on the prevention of traffic ac- 
cidents. This will of the 
responsibilities of the physician in telling his 


include discussion 
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patient when not to drive and what other 
precautions the physician should take in such 
special situations as the testing of the drink- 
ing driver and the care of the injured after 
an accident. Physicians and _ representatives 
from the National Safety Council and several 
police departments will participate in the sym- 
posium. 


Other special features will include fracture 
demonstrations; problems of delivery with man- 
ikin demonstrations by leading obstetricians, 
and a diabetes exhibit and question-and-answer 
conference. 

All scientific activities will be held in the 
Kiel Auditorium, where there are ample fa- 
cilities for the lecture program. The Scientific 
Exhibit of about 80 displays will be correlated 
as far as possible with the clinical presenta- 
tions. The Technical Exposition will consist 
of about 160 exhibits covering all types of of- 
fice and medical practice needs. 

Arrangements have been made for color tel- 
evision to be presented through the cooper- 
ation of Smith, Kline and French Laboratories. 
A motion picture program covering all the 
important problems which the general prac- 
titioner faces also will be presented. These 
will be shown continuously, with the authors 
present, whenever possible, to discuss their 
work. 


The House of Delegates will meet in the 
Jefferson Hotel. Every physician should make 
an effort to attend one or more of these sessions. 





TRUSSES — SURGICAL SUPPORTS 


GROVE’S 
Surgical Supports Store 
3123 N. Central — Phone CR 4-5562 
Lady and Man Fitter — Fitted Exactly As You Order 
Across from Park Central Development On Central 
Avenue — Private Fitting Rooms 
Free Parking — Open Wednesday Nights 








ARIZONA LIBRARY BINDING 
COMPANY 


Binders of Medical Journals and Books 
We Pay Freight Charges on Return Shipments 
Prompt Service 
Arnold A. Couturier 


307 West Monroe — Phone ALpine 3-1861 
Phoenix, Arizona 
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The Professional Goard 


TUBERCULOSIS PROBLEM IN ARIZONA 
O. J. Farness, M. D. 


Tucson, Arizona 


TUBERCULOSIS IS ARIZONA’S NO. 1 HEALTH PROBLEM. WHILE HEART 
DISEASE RANKS FIRST AS THE LEADING CAUSE OF DEATH FOR ALL AGE 
GROUPS, TUBERCULOSIS IS STILL FIRST IN THE AGE GROUP BETWEEN 25 
AND 40 — THE MOST PRODUCTIVE YEARS OF A MAN OR WOMAN'S LIFE. 

TUBERCULOSIS IS SPREAD BY CONTACT AND IS PREVENTABLE. THERE 
IS SIMPLY NO NEED TO SADDLE OUR YOUNG MEN AND WOMEN WITH A 
DISABLING DISEASE WHEN WE HAVE AT OUR DISPOSAL THE MEANS OF 
PREVENTION. YET OUR STATE PRESENTS A VERY DISCOURAGING OUT- 
LOOK. OUR DEATH RATE FROM TUBERCULOSIS IS MORE THAN TWICE 
THE NATIONAL AVERAGE OF ABOUT 19 PER 100,000 POPULATION. IN 1952, 
492 PERSONS DIED OF TUBERCULOSIS. ABOUT 70% OF THESE WERE RES- 
IDENTS OF MORE THAN FIVE YEARS. IF WE USE THE STATISTICAL RULE 
OF THUMB THAT EVERY DEATH REPRESENTS TEN ACTIVE CASES, WE BE- 
COME IMMEDIATELY AWARE OF A TREMENDOUS PROBLEM. 

WHAT CAN BE DONE BY A GOOD CONTROL PROGRAM HAS BEEN RE- 
PEATEDLY DEMONSTRATED IN OTHER STATES. WISCONSIN'S DEATH 
RATE PER HUNDRED THOUSAND IS DOWN TO SEVEN, MINNESOTA’S_§ IS 
ABOUT 8 AND NEBRASKA’S ABOUT 6. THESE STATES HAVE HAD CASE-FIND- 
ING AND TREATMENT PROGRAMS GOING ON FOR YEARS AND ARE NOW 
ARE THE POINT OF REAPING THEIR REWARD. THEIR SANATORIA ARE 
EITHER BEING CLOSED OR CONVERTED TO OTHER USES. THIS DOES 
NOT MEAN THEY ARE RELAXING THEIR CONTROL PROGRAM. THEIR CASE- 
FINDING IS RATHER BEING INTENSIFIED BECAUSE THE PEOPLE WANT 
IT. THE TAXPAYER HAS COME TO REALIZE THAT PREVENTION IS THE 
CHEAPER WAY. A SICK MAN OR WOMAN IS A CONSUMER AND NOT A 
PRODUCER. IT COSTS ABOUT $14,000 PER INDIVIDUAL CASE OF TUBER- 
CULOSIS. THIS MONEY HAS TO COME FROM THE INDIVIDUAL HIMSELF OR 
FROM THE TAXPAYER. 

WE IN ARIZONA HAVE BEEN HANDICAPPED IN THAT SOME OF OUR 
LAY SPOKESMEN REFUSE TO RECOGNIZE THAT WE HAVE A PROBLEM 
AND HAVE BEEN SUCCESSFUL IN THWARTING THE EFFORTS OF THOSE 
WANTING TO DO SOMETHING ABOUTIT. HOWEVER, BRIGHT SPOTS ARE 
SHOWING THROUGH THE GLOOM. LAST YEAR THE GOVERNOR APPOINT- 
ED A FACT-FINDING COMMITTEE AND THEY DID AN EXCELLENT JOB. 
FROM THIS SHOULD COME A BASIS FOR LEGISLATIVE ACTION. 

WE AS DOCTORS, ARE NOT WITHOUT BLAME. MANY OF US SIMPLY 
SHRUG OUR SHOULDERS AND LOOK UPON IT AS A HOPELESS SITUATION. 
INSTEAD WE SHOULD BE MORE DILIGENT IN REPORTING OUR CASES. 
WE, AT LEAST, SHOULD HAVE THEGOOD MANNERS TO REPORT ANY 
CASES UNDER OUR CARE TO THE LOCAL HEALTH DEPARTMENT. 

AS DOCTORS, AND I HOPE AS GUARDIANS OF OUR PATIENT'S HEALTH, 
OUR POSITION AND OUR RECOMENDATIONS ARE SIMPLE. WE WANT A 
UNIFORM CASE-FINDING PROGRAM THROUGH THE MEDIUM OF TUBER- 
CULIN SKIN-TESTING AND X-RAYS. WE WANT AVAILABLE BEDS TO ISOLATE 
AND TREAT THE SICK PERSON WITH TUBERCULOSIS. AND ALONG WITH 
THIS GOES THE ALL IMPORTANT REHABILITATION PROGRAM. LET US 
GET THE PEOPLE AS EXCITED ABOUT TUBERCULOSIS AS THEY ARE ABOUT 
POLIO AND CANCER AND WE WILL HAVE LITTLE TROUBLE IN BRINGING 
OUR GOOD STATE IN LINE WITH THE BEST. 
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RX., DX., AND DRS. 
By GUILLERMO OSLER, M.D. 


Mrs. Secretary Oveta Culp Hobby (Health, Edu- 
cation and Welfare) has been associated with two 
topics of interest to Guillermo. . . . She voiced a 
fear and a warning of BIOLOGICAL (GERM) 
WARFARE in a radio interview. One can be 
fairly sure that the question was planted, and the 
answer was meant to needle the public interest 
in Civilian Defense plans. ARIZONA MEDICINE 
has been alerted on this subject for several years. 

. Secondly, the announcement of her Special 
Assistant for Health was as good a choice as any- 
one could possibly make, Dr. Chester Keefer of 
Boston. He is a physician, a practical scholar, and 
a terrific organizer. He was ‘Mr. Penicillin’ in its 
early days, and came off the hot spot with nothing 
but laurels and friends . . . Viva Oveta! 





Evidence of the evaluation of erythromycin has 
begun to trickle in. Ricci of Rome, Italy, has found 
that both convalescent and ‘healthy’ diphtheria 
carriers can be sterilized by the third day, and 
usually sooner. . . . Toxoid and antiserum were 
used also, as indicated. . . . Erythromycin (Ery- 
throcin) is still mightily expensive, however, and 
Terramycin, Aureomycin and Chloromycetin also 
haven't been reduced as fast as some of the pre- 
ceding drugs. 





Several years ago this column contained a fav- 
orable note concerning the use of PENICILLIN 
instead of silver nitrate to prevent OPHTHALMIA 
IN THE NEWBORN. It was suggested that laws 
and conventions might make acceptance difficult. 
. .. Now at least one nearby state (California) has 
made its use legal as an alternative. The state 
still supplies wax ampules of silver nitrate free, 
but you buys your own penicillin ointment... . 
The shared usage is quite a concession, since silver 
nitrate has been mandatory since 1915. 





We recently had a conversation with a midwest- 
ern chest surgeon who HATES PNEUMOTHER- 
APY with a great passion. He stated, however, 
that he had seen a patient whose life had been 
saved by pneumoperitoneum.... After noting the 


incredulous and amazed expression of his audi- 
ence, he went on to explain that the patient had 
been shot in the abdomen, the bullet had gone 
thru the PNP area and missed all vital organs, 
and the patient was actually benefitted since it 
let all the air out! 





A Sunday supplement magazine, ‘THIS WEEK’, 
describes the search for a PLASMA SUBSTITUTE 
as practically ended. Quite a lot more certain 
about it than medical literature has been... . 
They quote a release by the Federal Civil Defense 
Administration and Department of Defense which 
states that artificial (synthetic) blood plasma holds 
THE NO. 1 SPOT for emergency treatment of 
hemorrhage and shock. Natural blood plasma is 
to be used only when the substitute is not avail- 
able. ... Whole blood is still needed for transfusion 
of sick and injured, and for defense reserve... . 
‘DEXTRAN’ is the substitute plasma. It requires 
no typing. It is free from the hazard of virus con- 
tamination. It is inexpensive. It keeps indef- 
initely. Toxic reactions are rare. 





Medical triumphs are of various sizes. The 
TRIUMPHS OF ANTIBIOTICS have been large 
and small, and have come in batches which some- 
times obscure the details. . . . One can recall the 
treatment of pneumonia, the effect on bacterial 
endocarditis, etc. Occasionally we notice a defeat 
in which a whole procedure such as mastoidec- 
tomy is eliminated. . . . Now we have another 
similar surrender when Flippin declares that there 
is “no longer a place for tube or open drainage 
in the treatment of empyema.” Medical therapy, 
using penicillin systemically and intrapleurally 
(and daily), usually suffices. If the lung fails to 
re-expand, enzymatic decortication may do the 
job. Surgical decortication is a last resort. 





Readers of hospital journals and supply bulletins 
have seen the new TIP-PROOF INTRAVENOUS 
STAND. It is one of those things which first 
causes appreciation, then envy, then covetousness. 

. Actually, it isn’t a conventional stand, with 
a spreading base at the floor (and a potentially 
tilting pair of bottles at the top.) It is an alum- 
inum pole, weighing only 2% pounds, adjust- 
able to the height of the room, and attached to the 
floor and ceiling by rubber tips. . . . The bottles 
are hung from brackets at the desired height, and 
the advertisement shows a nurse trying unsuccess- 
fully to knock the pole down with a baseball 
bat. ... The name is ‘Polecat I-V Stand’, by Aloes, 
which fits (in a certain sense) our demand for 
descriptive names for products. 





The darndest medical story we have seen in 
months is the SUBSTITUTION OF MEDICAL 
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STUDENTS FOR ‘IRON LUNGS’ in the catastro- 
phic polio epidemic in Copenhagen last year. Res- 
pirators were in very short supply, so bag-ventila- 
tion was used. ... Danish and foreign specialists 
could not cope with the demand, so an appeal 
was made for help from senior medical students. 
In a month they needed to use juniors, who rose 
to the occasion very well. Finally, they used 
dental students. About 1,400 of the 1,700 medical 
students in Copenhagen assisted in the program. 

. . The value of this enforced substitution of 
man for machines is hard to estimate but it makes 
a heroic tale. 


The report by a chemical manufacturer that 
‘exchange type’ RESINS may relieve migraine 
and epilepsy will require some further proof, but 
the theory is interesting. . . . It is said that arti- 
ficially produced convulsions occur when there is 
an excess of sodium and a deficiency of potassium 
in the brain. ION exchange resins replace the 
sodium with potassium, when given orally, and 
have been followed by relief in patients with 
MIGRAINE headaches or EPILEPSY. 


A physician from San Francisco was talking 
informally but (as you can see) not entirely off 
the record. San Francisco is known as the heart 
of the PNEUMOPERITONEUM country... . After 
apologizing because so many patients received 
PNP, he said that there were many indications for 
it, and several varieties. There is the common or 
Therapeutic type; there is the Disciplinary type: 
and there is the Diplomatic type. . . . Everyone 
had a good laugh, but in thinking it over later, 
it seemed that there could be even more subdi- 
visions, — There might be the Accidental type, 
since Banyai started his first case while aiming 
at the pleural space. There could be the Spon- 
taneous type, occuring in public speakers. .. . 
Then, too, think of the fame which would come to 
the man who first describes CONGENITAL 
PNEUMOPERITONEUM (indigenous, naturally, 
to Northern California). 


One of the most fascinating recent public health 
stories is the preparation and conduct of the 1953 
BOY SCOUT JAMBOREE in Orange County, Cali- 
fornia. The sanitary installations, food delivery 
and inspection, health examinations, swimming 
precautions, etc. are amazing. . . . Even more sur- 
prising than some of the usual Scout needs were 
those made necessary by ‘camp followers’. Spe- 
cial toilet facilities had to be provided for 50,000 
visitors, and they used portable chemical units 
(many of them borrowed from movie field-loca- 
tion equipment). . . . Another need was to pre- 
pare the surrounding towns for a huge influx of 
trailers, brought to the area by parents of Scouts. 
Extra sites had to be arranged, the local food 
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supplies and service had to be checked, etc. etc. 
. . . ‘Be Prepared’ is correct! 





Dougherty and Frank of Salt Lake City have 
isolated a blood factor (“X") which stimulates the 
production of LYMPHOCYTES. It counteracts 
the lencocyte-killing action of the adrenals, and 
produces resistant ‘stress’ lymphocytes. . . . May- 
be one can find out the relationship of high lym- 
phocytes and resistance to tuberculosis: which 
comes first, the chicken or the egg. Is a lympho- 
cytosis the result of a healing situation, or will 
an artifically high lymphocyte count result in a 
tendency to heal? 





TIME magazine reports that a New Jersey drug 
researcher announced ‘cures’ for four diseases 
with imaginary names newly-coined by him. They 
included Hemingway’s Syndrome, gastroposis, and 
Gallardia. . . . He received requests for samples 
from 80 of the 1,000 doctors to whom he wrote... . 
(It didn’t say how the drugs worked tho. Too 
soon to expect results, I suppose). 





Have you an idea that GALLSTONES can be 
dissolved in vivo? If so, maybe you've confused 
them with kidney stones. . . . Reports of success 
with certain types of kidney stones have been 
made, but not so with gallstones. NOT so... . 
There is no safe effective method, by mouth or 
otherwise, for dissolving gallstones. . . . This as- 
surance comes from Dr. Walter Alvarez, Emeritus 
Consultant to the Mayo Clinic, and ACTIVE, IN- 
VOLUNTARY consultant to this column. 


There are several reasons why we often quote 
DR. ALVAREZ. He is, for instance, good. He is 
also indubitably prolific. . . . His chores (which 
I’m sure he enjoys) include a daily syndicated 
newspaper column; editorship of ‘Modern Medi- 
cine’; an editorship of a geriatric journal; et al. 
. .. (The word ‘geriatrics’ has come to be iden- 
tified with ‘practice among senior citizens’, and 
this Osler does not intend to replace it with the 
cumbersome word ‘gerontology’, even tho it has a 
slightly different meaning. 

Dr. Alvarez is also the author of ‘Danger Sig- 
nals’, a book for the general public. It contains 
a glossary of medical terms, with an explanation 
for laymen, and describes the tip-offs to distur- 
bances of various organs and systems. 





Electrocardiographer, certified, desires to interpret 
EKG’s by mail. Replies by return mail day of 
receipt. $1.25 per interpretation. 


Write % 
ARIZONA MEDICINE JOURNAL 


424 Heard Bldg., 112 N. Central 
Phoenix, Arizona 
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BOOK REVIEWS 


RESPIRATORY DISEASES AND ALLERGY, New Method of 
Approach, by Josef S. Smul, M.D., published by Medical 
Library Company, New York, 1953, $2.75 

This is a highly interesting little book of 
only 72 pages of reading material written by 
a man who believes and has the boldness to 
declare that some twenty-odd respiratory di- 
seases have a common cause and yield to rel- 
atively simple and similar treatments. These 
diseases which include various types of sinus- 
itis, rhinitis, bronchitis, he believes are due 
to allergy only and believes they should be 
considered as various syndromes of the one 
allergic disease which should be named ‘res- 
pirallergy”. 

The last half of the book is devoted to other 
infectious diseases of the respiratory system and 
to neoplastic diseases of the respiratory system. 
This can be read in a short evening and I 
think would prove interesting to almost every 
physician whether or not he agrees with the 
author. R.L.F. 


FOOL’S HAVEN 
by 
C. C. Cawley, Publishers, House of Edinboro, 
Boston, Massachusetts. $2.75 


This is a book written with a purpose in mind, 
the purpose being to bring the public the trag- 
edies occasionally seen when some person of 
religious belief is denied much needed medical 
care. It briefly is the story of a young girl 
who because of her and her mother’s religious 
beliefs was denied medical care and died of 
a ruptured appendix with resultant peritonitis. 
It is told by her fiance. For a book of its 
kind one must admit that it is fairly well done 
but it is the humble opinion of this reviewer 
that Mr. Cawley would have gained more 
friends for his cause had he treated it from 
the viewpoint of Christian common sense and 
tolerance rather than from the viewpoint of 
an agnostic which leaves one with the feeling 
that Mr. Cawley sneers at religion in general. 

R.L.F. 


PHEOCHROMOCYTOMA AND THE GENERAL 
PRACTITIONER 
by 
Joseph L. DeCourcy, M.D., and Cornelius B. DeCourcy, M.D. 
DeCourcy Clinic, Cincinnati 2, Ohio, Published 1952 by 
Barclay Newman. 


In the last few years pheochomocytoma has 
become instead of a clinical rarity something 
which must be though of and reckoned with 
in all cases of hypertension and _ particularly 
paroxysmal hypertension. It is called the 
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“great mimic” among hypertensive disorders. 
It is even more important in that, just as in 
cancer, an early diagnosis is essential to cure. 
This book is the most complete treatise on this 
important and interesting disease which this 
reviewer has seen. It is well organized, inter- 
estingly written and easily read. Its import- 
ance cannot be over-emphasized and it de- 
serves a wide reading, not only among the 
general practitioners but among any physicians 
who have anything to do with hypertensive 


patients. R.L.F. 


BONE MARROW ASPIRATION 


“The use of bone marrow examination as a 
diagnostic aid has gained extensive recognition 
in the past years. In some hospitals a marrow 
aspiration is almost a routine procedure for the 
patient admitted for diagnostic study.” 

Thus opens a discussion on “The Clinical Use 
of Bone Marrow Aspiration; Its Limitations and 
Methods,” by Huntington and Howard, of Wil- 
mington, Del., in the Delaware State Medical 
Journal, January, 1953. 

The bone marrow study is a procedure requir- 
ing experience and time, but can be carried out 
in any well equipped clinical laboratory. Hos- 
pitalization is not necessary. Routine indiscrim- 
inate use is decried, and careful hematological 
and clinical studies should be carried before de- 
cision is reached regarding the indications for 
bone marrow study. W.W.W. 


Are You Insured? 

For the medical practitioner, adequate insur- 
ance is a MUST. In this day of shrewd lawyers 
specializing in suits against doctors, of compen- 
sation minded juries, of a general public educated 
by propaganda to “get yours no matter who is 
hurt,” it behooves doctors to look well to their 
insurance protection. Ordinary professional lia- 
bility insurance is not enough and those who 
carry this frequently do not have sufficient cov- 
erage. If a judgment is granted to a plaintiff, 
usually the damages will be high, and the ordi- 
nary limits of $5,000 to $15,000 will not be suf- 
ficient protection. An article in two parts in the 
Rocky Mountain Medical Journal, January and 
February, 1953, by L. Allen Beck, C.P.C.U., of 
Denver, is a very excellent discussion on new 
risks, new types of insurance, and the steps to be 
taken to be certain that your insurance coverage 
is adequate. W.W.W. 
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MEDICAL COSTS 
A report published in MEDICAL ECONOMICS and prepared by the De- 





Peeks 


partment of Commerce, gave the following breakdown on expenditures by the £ 
average family in 1951, for medical care: : 
ous irae ha a dnid oheeabas scan ae sxniaeeen $58.00 : 
Month at ubecehsyausestNoeedeeetebasakeatnbes 50.00 : 
eR, ot ss hielon SENOS SERRE OOS 36.00 q 
eee athe be ks ncenwe aebvdensseesee wee 
ERS OT DE OD AT EP OT 41.00 ; 
These figures total $208.00, the amount spent by the average family of approxi- i 
mately 34 persons, during 1951. 





Of interest is the following statement, recently released from Washington: 


“DEATH VERSUS HEALTH: Each year Americans spend more after death 
comes than on health care in hospitals. We spend $700,000,000 a year with 
25,000 funeral directors. There are a third as many mortuary colleges (24) as 
medical colleges (76). The casket manufacturers often charge many times the 
prices of surgical operations.” 


PUR LED 


As you will note the “DEATH” figure averages out to approximately $153.00 
per family, three-fourths as much as the total spent for the various “HEALTH” 
services. 


Re RR TIT, 


You are being constantly besieged by your patients who are complaining of 
the higher and higher costs being charged for their well-being. We thought you 
would be interested in a comparison, such as we have outlined, to bring home a 
to your patients how little they are actually spending for the most important = 
phase of their lives. ' 


We, in pharmacy, know that the medications we are dispensing today do 
carry a much higher price tag than those our customers received in past years 
but we also know that those same patients are recovering much faster from the 
illnesses they encounter with the ultimate cost to them, not only in money but 
also in loss of time, being reduced to a very great extent. You also know these 
facts. We have been explaining them to our customers when we have the oppor- 
tunity, as we are always cognizant of that spector which keeps bobbing up from 
time to time “SOCIALIZED MEDICINE.” 


Doctor, you can wield a tremendous influence in the thinking of your patients. 
When you agree with them that that druggist down the street is robbing them, 
you are tending to hasten the day when that spector will materialize. That drug- 
gist is maintaining a service which must be paid for and his charges are never, _ 
to our knowledge, commensurate with the skill and services he offers. Conversely = 
we find the average dispensing charge made on prescriptions to be between 25 
and 50 cents over the actual selling price of the medication. 


In many instances of the higher priced prescriptions, the pharmacist seldom 
adds a dispensing charge. In the case of compounded prescriptions he will 
charge a reasonable amount for the time he must spend in compounding it. 

Should there be any doubt in your mind relative to prices being charged 
we would welcome your advice and counsel. 
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Your Official Professional 
Group Accident and Sickness Plan 


Approved and recommended by Council Of 
THE ARIZONA MEDICAL ASSOCIATION, INC. 


Provides Maximum Protection at Minimum Cost 
World Wide Coverage 


IT PAYS YOU: 


$300 a Month for Total $2,500 Accidental Death $7.00 a Day for Hospital 
Disability by Accident Plus $25 for Miscellaneous 
up to 5 years Expenses 
$150 a Month for Partial $10,000 Dismemberment $5.00 a Day for Graduate 
Disability by Accident and Loss of Sight Nurse, at home 
up to 6 months 


$300 a Month for Sickness 
up to 2 years 
LOW SEMI-ANNUAL PREMIUMS 
Through Age 49—$49.80 Ages 50 through 59—$56.60 Ages 60 to 65—$70.05 
NO AGE LIMIT FOR RENEWAL 
Policy Cannot Be Terminated Except For 

1. Non-payment of premium 3. Loss of membership in Association 
2. Retirement from practice 4. Termination of master policy 

For additional information and official application contact 


SIMIS INSURANCE SERVICE AGENCY 


State Representatives 


NATIONAL CASUALTY COMPANY 
DWIGHT McCLURE GEORGE B. LITTLEFIELD W. J. WINGAR 


Telephone ALpine 3-1185 407 Luhrs Building, Phoenix 


PAUL H. JONES INSURANCE AGENCY 


Pima County Representative 


617 N. Stone Avenue, Tucson, Arizona Telephone: Tucson 2-2803 








Our members are dairymen whose busi- 
ness is supplying good milk for 


(NEBSTERS) WHY BUY 


milk and milk products. 


We are aware of the importance of good WHEN WE SUPPLY 


milk to good health and of our obligation 
to supply a product which will merit your 





confidence. Everything in linens and 
ARIZONA MILK PRODUCERS . _ 
422 Heard Building Phone ALpine 3-0893 uniforms for the physician 
and his staff 








METAL OFFICE FURNITURE 
G. F. STEEL DESKS 


ALUMINUM CHAIRS 
CARDINEER ROTARY & VICTOR CITY LINEN SUPPLY INC. 
VISIBLE FILES 333 N. 7th Ave. — Phoenix, Arizona 
Heinze Bowen & Harrington, Inc. ALpine 3-5175 


228 West Washington St. 
Phone ALpine 4-4179 
PHOENIX ARIZONA 
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FALL BOARD MEETING 

The Board of the Woman’s Auxiliary to the 
Arizona Medical Association had its fall meeting 
at St. Joseph’s Hospital, Phoenix, September 
23, 1953. Since this article was requested to 
be more the impressions of a county president's 
first State Board Meeting and not a “blow 
by blow” description, | am free to digress at 
will! 

The locale of the meeting could not have 
been more inspiring. All of Arizona is duly 
proud of the new St. Joseph’s Hospital and 
pages could be written on it alone. But suf- 
fice it to say that both the delicious luncheon 
and the tour of the plant were greatly enjoyed 
by the board members. We are grateful to 
the hospital for making our meeting there 
possible. 

Perhaps the biggest single impression I 
brought away from this meeting is of the im- 
portance of each auxiliary member in her own 
right. Being not only the impressions of a first 
board meeting, but also those of a new pres- 
ident and a comparatively new auxiliary mem- 
ber in the state’s most newly organized county, 
this idea struck home. This year’s program 
theme, “Know Your Community”, is particular- 
ly applicable to those counties with Pinal 
Auxiliary’s problems. Organization is our 
stickler — how to fuse a group which is so 
widely spread that even a meeting together 
presents major difficulties. But even semi- 
organized we are each one better equiped to 
serve our individual communities in those needs 
which are closest to us through our common 
role as “doctor’s wife in the community.” 

Paradoxically, my other main impression was 
of the efficiency of the Auxiliary organization 
on the state level and what one can glimpse of 
the national level. I wish that each Auxiliary 
member in the state could attend a board meet- 
ing just to experience for herself the realiz- 
ation of the broad scope of activities and work 
being carried out by this, our own organization, 
of which each of us is an important and inte- 
gral part. Fine progress is being made in 


many fields vitally concerned with the medical 
profession. 
One of the most worthwhile projects is Nurse 


Recruitment. Plans are being made for or- 
ganization of “Future Nurse’s Clubs”, show- 
ing of films, and the stressing of this year’s 
theme, “Nursing, the Opportunity That Knocks 
Twice”. Closely allied with this is our Student 
Nurse Loan Fund. Started in 1950, it has now 
loaned $3,800 to 15 girls. This is a real con- 
tribution to a real problem. 

Another project vital to our interests is the 
Medical Education Fund. The national drive 
is $10,000,000. Last year Arizona contributed 
$150. It was pointed out that unless private 
enterprise is able to help the medical schools, 
the government would eventually be in control. 
Surely privately endowed colleges, universities, 
and medical schools are our biggest bulwark 
against the state controlled education which 
we all condemn. 

The Legislation Committee is chiefly con- 
cerned this year with the Bricker Amendment, 
deduction from income of expenses for post 
graduate courses in advanced training, and tax 
deferment for retirement funds for self em- 
ployed. These items affect the welfare of 
each of us. 

Civil Defense, a subject we are becoming 
increasingly aware of, came in for a share of 
lively discussion. The question was raised as 
to how many of us as doctor’s families actually 
had an adequate medical kit in our homes be- 
sides the usual band-aids and free samples. 
How many of us, if separated from our families 
during a crisis would have any pre-arranged 
plan of action? There is much work to be 
done in this field. 

The other important committees, Program, 
Bulletin, Publicity, Public Relations, Today’s 
Health, and Mental Health, all had interest- 
ing reports. But space grows short. In clos- 
ing, I want to say that I left my first board 
meeting inspired to do all I can to help Pinal 
County Auxiliary become better organized as 
a unit of our State Auxiliary, and also to be a 
better individual representative of the Aux- 
iliary in my own community contacts. 


Mrs. H. Howard Holmes 


Pinal County President 
Eloy, Arizona 
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THE STUDENT NURSE LOAN 
FUND NEWS 

This year the Student Nurse Loan Fund 
issued loans to girls coming from various parts 
of the State. Three girls received full loans 
and a fourth a partial loan. Due to increased 
expenses in Nursing Schools the amount of 
the loan was voted to be raised by the com- 
mittee from $300.00 to a maximum of $400.00 
if necessary. 

Our first two students who enrolled in nurs- 
ing school in 1950, graduated this summer. One 
girl was an honor student throughout her school- 
ing and the records of both were such that 
they hold responsible positions in their re- 
spective locations. 

The overall picture of the Student Nurse 
Loan Fund since its inception 1950 is as follows: 
The total amount of money lent to 15 
nurses is $3,800.00. Quick repayment has 
been shown by girls having taken partial 
loans to finish school. Two girls relinq- 
uishing their school of nursing for unfor- 
seen hazards such as marriage, promptly 

refunded the amount of their loans. 

It is of interest to note that of the girls tak- 
ing loans in Arizona, three came from Phoenix, 
five from Tucson, two from Prescott and one 
from each of the towns of Morenci, Miami, 
Kingman, Clifton, and Douglas. This shows a 
fair representation from all parts of the State. 
However, the Student Nurse Loan Fund Com- 
mittee is anxious to interest all communities in 
this Fund. 

The Woman's Auxiliary to the Arizona Med- 
ical Association is solicitous of more applica- 
tions next Spring. The requirements for the 
loan are: The minimum of a grade B average 
in high school; a satisfactory medical record; 
ambition and integrity, and the need for the 
loan. The Loan Fund is a business proposition 
whereby a student may borrow money at no 
rate of interest, repayment of the loan at the 
rate of $12.50 a month, beginning six months 
after receiving the state license. 

Nationally speaking the available figures, 
though incomplete, show that the Student Nurse 
Loan Funds sponsored by the various: Aux- 
iliaries are doing impressive work. This year 
24 state granted 212 students loans, the total 
amount of money utilized throughout the United 
States in 1953 being $28,997.50. Auxiliary mem- 
bers in Arizona will be interested to know that 
the present phase of the nurse recruitment pro- 
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gram was started when Mrs. Jesse D. Hamer 
was national president the year of 1946-1947. 
Mrs. Donald A. Polson Chairmen Student 
Nurse Loan Fund Committee, Phoenix, Arizona 
















When it becomes necessary to prescribe Specialized 
Training for the exceptional child, may we be of 

The BROWN SCHOOLS’ facilities include 
separate 


service? 


seven residence centers, suburban and 
ranch, for homogeneous grouping; complete recrea- 
tional daily 


by certified psychiatrists, psychologists, and Regis- 


and academic programs; supervision 


tered nurses. Our view book and full details sent 


on request. 
BERT P. BROWN, President 


PAUL L. WHITE, M.D., F.A.P.A. 


Medical Director 






P.O. Box 4008-J 
AUSTIN, TEXAS 








RADIUM and RADIUM D+E 
(Including Radium Applicators) 


MEDICAL PURPOSES 


Est. 1919 


FOR ALL 


Quincy X-Ray and Radium Laboratories 


(Owned and Directed by a Physician-Radiologist) 


Harold Swanberg, B. S., M. D., Director 


W. C. U. Bldg. Quincy, Illinois 








Auralgan 
In Acute Ot tis Media 
Rhinalgan 
Safe Nasal Decongestant 
O-tos-mo-san 
In Fungus and Bacterial Ears 


PAUL DESILETS 


Representative 
515 Ocean Ave. — Seal Beach, Calif. 
DOHO CHEMICAL CORP. 
100 Varick Street, New York 13, N. Y. 
Telephone Worth 2-7707 
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FDA Has Reached No Conclusions 
On Boric Acid 


The Food and Drug Administration is in- 
vestigating the use of boric acid in infants’ 
preparations, but has come to no conclusions, 
according to Associate Commissioner John L. 
Harvey. He said there was no plant to restrict 
distribution. Mr. Harvey said FDA was re- 
appraising the subject of boric acid toxicity, 
and when all the facts are in, “hopes to be in 
a position to determine whether there is any 
necessity for label changes or other steps in 
order to adequately protect the public interest.” 
He said information was being obtained from 
pediatricians and other medical practitioners, 


November, 1953 


as well as from sources from which “special 
studies of a controlled and reliable character” 
may be obtained. A.M.A. Washington Letter 





NOTICE 


ALL CONTRIBUTORS OF 
ARIZONA MEDICINE SHOULD 
HAVE THEIR MATERIAL IN THE 
JOURNAL OFFICE NOT LATER 
THAN THE 10th OF THE MONTH 
PRIOR TO PUBLICATION IN 
ORDER TO HAVE ARIZONA 
MEDICINE REACH ITS READERS 
ON OR BEFORE THE 10th OF 
THE MONTH 


Material arriving after that date will be published 
the following month. 








COMPLETE OFFICE SUITE FOR 
DOCTOR 
FURNISHED OR UNFURNISHED 
PHONE CR 4-2481 


31 W. Camelback Rd. 
Phoenix, Arizona 





MEDICAL - DENTAL OFFICE 
Seven rooms — Parking area 
718 N. Country Club Road 
Tucson, Arizona 


PHONE 4-1971 or 6-5937 




















LABORATORIES 





DIAGNOSTIC X-RAY 


CLINICAL PATHOLOGY 
ELECTROCARDIOGRAPHY 


R. Lee Foster, M.D., Director 





PROFESSIONAL X-RAY AND CLINICAL LABORATORY 
507 Professional Bldg. 


Phoenix, Arizona 
Phone ALpine 3-4105 


AND 


MEDICAL CENTER X-RAY AND CLINICAL LABORATORY 


1313 North 2nd Street 
Phoenix, Arizona 
Phone ALpine 8-3484 


RADIUM THERAPY 


John W. Kennedy, M.D., Radiologist 
W. Warner Watkins, M.D., Radiologist 
Diplomates of American Board of Radiology 
Lorel A. Stapley, M.D., Consultant Pathologist 


X-RAY THERAPY 


TISSUE PATHOLOGY 
BASAL METABOLISM 
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LABORATORIES 








Medical Arts Bldg. Telephone 
543 E. McDowell Rd. ALpine 8-1601 
PHOENIX, ARIZONA 


“lhe Diaguostie Laboratory 


A Complete Analytical and Laboratory Service To The Medical Profession of Arizona 

















Protein Bound Iodine Streptolysin Titres Radiography 

Blood Cholinesterase Rh Antibody Titres Pelvimetry 

17-Ketosteroids Quantitative Serology Electrocardiography 

Corticosteroids Heterophile Titres Basal Metabolism 

Phophatases Autogenous Vaccines Vital Capacity 

Vitamin Determinations Hematology Salpingograms 

Blood Volume Bacteriology Cholecystograms 

Blood pH Values Parasitology Bronchograms 

Electrolytes Gastric Analysis Gall Bladder Series 

Toxicology Friedman Tests G. I. Series 

Autopsies Frog Pregnancy Tests Pyelograms 

Papanicolaou Stains Mycology Mvelograms 

Liver Function Tests Enzyme Chemistry Cystograms 

Porphyrins Spectroscopic Analysis Electrometric Analysis 
Maurice Rosenthal, M.D. Douglas D. Gain, M.D. Ernest H. Price, M.D. George Scharf, M.D. 
Diplomate, American * Diplomate, American ® Diplomate, American @ Diplomate, American 
Board of Pathology Board of Radiology Board of Radiology Board of Pathology 








Professional X-ray and Clinical 


G. 0. HARTMAN, M.D. Pe mse: Bo 
PATHOLOGICAL LABORATORY Successor To 
PATHOLOGICAL LABORATORY 
20 E. Ochoa St. Phone: 3-4861 507 Professional Bldg. 


Phoenix, Arizona 
Phone ALpine 3-4105 


TUCSON, ARIZONA 
DRS. FOSTER, WATKINS and KENNEDY 




















THIS SPACE FOR SALE MEDICAL CENTER X-RAY AND 
FOR INFORMATION AND RATES CLINICAL LABORATORY 
write to 1313 N. Second St. 
ARIZONA MEDICINE Phoenix, Arizona 


424 Heard Bldg. , 
Phone ALpine 2-4884 Phone ALpine 8-3484 


PHOENIX, ARIZONA DRS. FOSTER, WATKINS and KENNEDY 
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SANATORIUM DIRECTORY 











LIVERMORE SANITARIUM 





Information and circulars upon request. 


Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director 


LIVERMORE, CALIFORNIA 
Telephone 313 











GENERAL FEATURES 
1, Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 


* The Cottage Department (for 
mental patients) has its own fa- 
cilities for hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 


CITY OFFICES: 


SAN FRANCISCO 


450 Sutter Street 
GArfield 1-5040 


OAKLAND 


1624 Franklin Street 
GLencourt 1-5988 

















McKEE REST HOME 


Aged & Convalescents — Home-like Atmosphere 


24 Hour Nursing Care 


Good Meals 


644 E. 4th St. — Phone 4-1971 — Tucson, Ariz. 


HILLCREST SANATORIUM 


Aged and Convalescents only. 

Cheerful Private Rooms. 

Reasonable Rates. 

24 Hour Nursing Service. 

Non-Contagious — Non-Alcoholics — Non-Addicts 
Phone 4-1562 

No. 3rd Ave & Adams 


Tucson, Arizona 











THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
ARIZONA MEDICINE 
424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 














EVANS REST HOME 
5255 N. 43rd Avenue, Glendale, Arizona 
Telephone ALpine 4-6511 or YE 7-8335 


Ethical — Efficient 
24 hour care for YOUR patients 
Any non-contagious case treated as you direct 
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ARIZONA'S FINEST SANATORIUM 
FOR NON-CONTAGIOUS DISORDERS 


Open Medical Staff AMherst 6-7238 
Flexible Rates 
Open all year 5055 N. 34th St. 


Your inspection invited Phoenix 


Location: East Camelback Road and North 34th St. 
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ALCOHOLISM VALLEY OF THE SUN REST HOME 


A new, growing public understanding of alcoholism, PHOENIX, ARIZONA 
as an illness, is creating a rapidly increasing demand 
for the services of the medical profession in bringing 





this major illness under control. 126 W. "Bed P C ; AMherst 5-3055 
‘ . ; , , ; ed Patients — Convalescents 
The Franklin Hospital has been established and it Accommodations ter Aged andl Ceabened 


exists for the purpose of assisting the medical pro- 
fession in meeting this demand. 


THE FRANKLIN HOSPITAL IS OPEN STAFF. 


Its facilities are available for the hospitalization 








BUTLERS REST HOME 


and care of patients under the direction of any Doctor @ Bad Potente ond Checnies. 
of Medicine licensed to practice in the state of Ari- 
zona. e Excellent Food. 
ae das @ Television. 
No so called “cure” or set course of treatment is 
advocated at The Franklin. The attending physician 802 N. 7th St. Phoenix, Arizona 
determines the course of care and treatment best Telephone AL 3-2592 


suited to the needs of the individual patient. 





Hospital License No. 71 


The Franklin Hospital, 
Inc. 


ALCOHOLIC PROBLEMS - EXCLUSIVELY 
367 N. 21st Ave., Just Above Van Buren 
Telephone ALpine 3-4751 Telephone AM 6-7473 





LA SIESTA LODGE 


A clean and comfortable Rest Home 


1032 E. Camelback Rd. — Phoenix, Arizona 


Phoenix, Arizona 
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MEDICAL STAFF 
CHARLES W. THOMPSON, M.D., F.A.C.P., Director 
CLIFTON H. BRIGGS, M.D., F.A.C.S., Associate Director 
ETHEL FANSON, M.D. CARLOS F. SACASA, M.D. 


DOUGLAS R. DODGE, M.D. HERBERT A. DUNCAN, M.D. PASADENA CALIFORNIA 
KENNETH P. NASH, M.D. 
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~ SANATORIUM DIRECTORY 














GLENDALE NURSING HOME 


Arizona newest, modern nursing home. 
e Convalescent 
e Custodial 
e 24 Hour Nursing Care 
e Special Diets. Quiet. 

Lat. 1634 and Glendale Avenue 
Phones: AMherst 6-7001 — YEllowstone 7-7064 
Glendale, Arizona 
(Ray and Ruth Eckel) 


DESERT REST HOME 


Convalescent Tubercular 
@ Reasonable Rates 
e 24 Hour Nursing Care 
e Excellent Care 
409 E. Townley Ave. — Phone WIndsor 3-3689 
Phoenix, Arizona (Sunnyslope) 
(Ray and Ruth Eckel) 








MESA SANITARIUM 
Convalescent — Ambulant 


Physician and Registered Nurses 
On 24 Hour Duty 


Allene Lauck, R. N.—Prop. 
Telephone WO 4-3780 


42 South Country Club Drive 
Mesa, Arizona 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 
424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 








AMBULANCE DIRECTORY 


MEDICAL SUPPLY DIRECTORY 








A & A AMBULANCE CO. 


Tucson’s Only Exclusive Ambulance Service 
Oxygen Therapy 
Day or Night 
PHONE 3-3645 


405 North 9th Ave. Tucson, Arizona 


ARIZONA MEDICAL SUPPLY CO. 
PHONE 3-7581 
1025 E. Broadway — Tucson, Arizona 


Martin O. Kerfoot Geo. F. Dyer 








MEDICAL BOOKS 








ROBERTA DAVEY HALL 


MEDICAL BOOKS 
Of All Publishers 


PROMPT HANDLING OF ALL ORDERS 
Te order: Telephone AMherst 5-1062 
40 East Rose Lane 
Phoenix, Arizona 


THIS SPACE FOR SALE 
write to 
ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 











THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 


PHOENIX, ARIZONA 











THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 
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DRUGGISTS’ DIRECTORY 











WAYLAND’S MARTIN DRUG C0. 


28 Registered Pharmacists 
wv 


Tucson Casa Grande 


Wayland’s Prescription Pharmacy 





13 E. Monroe Street 





Phone ALpine 4-417] 


PHOENIX, ARIZONA PRESCRIPTION 


Complete line of 
Hospital Beds, Crutches, Trusses and 


* Surgical Garments 
FREE DELIVERY THE PRESCRIPTION SHOP 
45 East Broadway Phone 3-4701 
TUCSON 
D. F. Scheigert L. J. McKenna 














SOLANO PHARMACY 


7th Ave. & Bethany Home Rd. — CR 4-2452 


MELROSE PHARMACY MacALPINE 








4320 N. 7th Ave. AM 5-8411 
PHOENIX | DRUG CO. 
{ complete line of... 
PHOTOGRAPHIC SUPPLIES 
COSMETICS 
LIQUOR AND 
THIS SPACE FOR SALE PRESCRIPTION DEPT. 
FOR INFORMATION AND RATES Prompt FREE delivery 
write to 2303 North 7th St.. 


PHOENIX, ARIZONA 


phones: ALpine 41-2606 


ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 


PHOENIX, ARIZONA 


or ALpine 2-1573 


KX THE REXALL STORE 
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DRUGGISTS’ DIRECTORY 





Where Your Doctor Speaks and Your Druggist Serves 
SIMON’S DRUGS LAIRD & DINES 


Prescriptions e Hospital Supplies e Sick Room The REXALL Store 
Supplies ¢ Pharmaceuticals e Baby Needs 


Trusses @ Crutches e Abdominal Supports Reliable Prescription Service 


2829 W. Van Buren—Phones AP 8-1611 - AP 8-2662 











WOodland 7-2922 Mill Ave. & 5th 
Phoenix, Arizona 
Ample Parking Space — City-wide Free Delivery Tempe, Arizona 
BEVERLY BURKE 
PHOENIX’S 


PRESCRIPTION DRUG STORE 
MEDICAL CENTER 


NEWEST DRUG STORE 
Prescriptions - Sundries - Fountain 


DIERDORF PHARMACY 
2315 N. 24th Street — BRidge 5-5212 


1313 N. 2nd St. — Ph. ALpine 8-2706 


Phoenix, Arizona 








(Food King Shopping Center) 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 
ALpine 3-2148 ARIZONA MEDICINE 
424 Heard Bldg. 
Phone ALpine 2-4884 


¢ ‘ PHOENIX, ARIZONA 
° “4 
DRUG CO. 


c 1 Ave. at McD ll 
ene eae JOHNSON’S DRUG STORE 
PRESCRIPTIONS 

“Service you will like” 
CREIGHTON PHARMACY Corner Speedway and Park Avenue 


Phone 2-8865 Tucson, Arizona 
Telephone BR 5-2441 
























2345 E. McDowell Rd. — Phoenix, Arizona 
CHARLES E. BILL M. GERTRUDE BILL ENSMINGER PHARMACY 
RELIABLE PRESCRIPTIONS 


121 North Cortez 
Prescott, Arizona 








Phone 188 
THIS SPACE FOR SALE 


FOR INFORMATION AND RATES 








write to 


PULLINS 
ARIZONA MEDICINE Prescriptions 
424 Heard Bldg. 400 E. Glendale 
Phone ALpine 2-4884 


Phone YE 7-9848 
PHOENIX, ARIZONA Glendale, Arizona 
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DRUGGISTS’ 


DIRECTORY 








EUREKA DRUGS 
PRESCRIPTIONS 
“The Friendly Drug Store” 


R. L. Gibson, Prop. 
Phone 2-7153 Tucson, Arizona 


FELSHER PRESCRIPTION 
PHARMACY 
Sick Room Supplies — Vitamins 
650 N. First Avenue — Phone ALpine 3-2070 
Phoenix, Arizona 











MEDICAL SQUARE PHARMACY 


PRESCRIPTION SERVICE 
P. M. Corke Phone 5-3371 
1616 No. Tucson Blvd. — Tucson, Arizona 





EVERYBODY’S DRUG COMPANY 
Prescription Druggists 
Phones: WO 4-4587 — WO 4-4588 
Mesa, Arizona 











Open 8 A.M. to 11 P.M. Daily & Sunday 


Broadway Village Drug Store 
PHONE 5-2631 
Broadway at Country Club Road 
(Free Delivery) 


TUCSON ARIZONA 





NATIONAL PHARMACY 


Prescriptions 
Phone 2-9779 


340 Ajo Way 


Tucson, Arizona 








MONTE BLISS 


Frontier Village Drug Store 
“Your Reliable Neighborhood Prescription Pharmacy’ 


1700 N. Maple Blvd. Phone 5-5252 
Tucson, Arizona 


? 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
ARIZONA MEDICINE 
424 Heard Bldg. 

Phone ALpine 2-4884 
PHOENIX, ARIZONA 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
ARIZONA MEDICINE 
424 Heard Bldg. 

Phone ALpine 2-4884 
PHOENIX, ARIZONA 








STONE AND 3RD PHARMACY 


749 N. Stone — Phone 3-6041 


ENCANTO PARK DRUG CO. 
3352 E. Speedway — Phone 5-3102 
Tucson, Arizona 








FLORES & SON 
(FARMACIA FLORES) 


“Your Nyal Service Drug Store” 
W. Congress and Meyer Sts. Phone 3-3362 
Tucson, Arizona 

















MINERAL WELLS DIRECTORY 


MODERN RX PHARMACY 
TELEPHONE 20 


NOGALES ARIZONA 








X-RAY COMPANY 





Guckhoru 


e 27 Private Baths — 8 Whirlpool Baths 
@ 9 Massage Rooms 
e 2 Lounge Rooms 
e 10 Acres Beautiful Grounds 
Open 8 a.m. to 8 p.m. Daily 


Natural Hot Mineral Baths 
(7 mi. East on Apache Trail) 
Phone WOodland 4-7316 — Mesa, Arizona 











GENERAL ELECTRIC CO. 
X-RAY DEPARTMENT 


FOR SALE 


Used G. E. 200 MA R&F Unit. 
Hand Tilt Table. Good Condition. 
General Electric Co. X-Ray Dept. 


Ask for M. A. Schroeder — ALpine 4-0181 
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DOCTORS’ 


DIRECTORY 











DOCTORS DIRECTORY ESTABLISHED 
1920 


ALpine 3-4189 


Emergency calls given special attention. We will 
locate your doctor before or after office hours. 
BERTHA CASE, R.N., Director 


ADA JOY CASE 
1541 East Roosevelt 
Phoenix, Arizona 


DOCTORS CENTRAL DIRECTORY 


Minnie C. Benson, R.N., Manager 
For Emergencies or in Absence of Your Doctor 
CALL 5-1551 


At Your Service 24 Hours Daily 


E. Hedrick Dr. Tucson, Arizona 
“Established 1932” 








MARICOPA COUNTY MEDICAL 
SOCIETY DIRECTORY 


Operated by District No. 1 of the 
Arizona State Nurses’ Association 


Mrs. Marjorie E. Kasun, R.N., Director 
AL 3-5101 


Office Open 24 Hours Daily 





10 South 12th Avenue — Phoenix 





NURSES’ DIRECTORY 


XXXI 





DISTRICT NO. 1 
ARIZONA STATE NURSES ASS'N 


MRS. MARJORIE E. KASUN, R.N., 
Registrar 


Nurses’ Professional Registry 


10 S. 12th Ave. Phoenix Ph. ALpine 4-415] 























PHYSICIANS’ DIRECTORY. 














NEUROLOGY and PSYCHIATRY 





OTTO L. BENDHEIM, M.D. 


NEUROLOGY and PSYCHIATRY 


1515 North Ninth Street 
PHOENIX, ARIZONA 


Certified by American Board of 
Psychiatry and Neurology 


ROBERT L. BEAL, M.D. 
Practice Limited to Psychiatry and Neurology 


Park Central Medical Building 
550 W. Thomas Road — 234 Patio D 
Phone CR 4-6711 


Phoenix, Arizona 








RICHARD E. H. DUISBERG, M.D. 
Diplomate American Board of Psychiatry and 
Neurology 


Phoenix, Arizona 


THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 


424 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 





PROCTOLOGY 


Plastic and Reconstructive Surgery 








WALLACE M. MEYER, M.D. 
PROCTOLOGY 
Park Central Medical Bldg. 
Phone CR 4-5632 
550 W. Thomas Road — 216 Patio B 
Phoenix, Arizona 





HOWARD C. LAWRENCE, M.D. 


Diplomate of the 
American Board of Plastic Surgery 
709 Professional Building 
15 E. Monroe Street Phone ALpine 8-4101 
Phoenix, Arizona 
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UROLOGY 





ROBERT H. CUMMINGS, M.D. 


Diplomate of the American 
Board of Urology 


Park Central Medical Bldg. 
Phone CR 4-4912 
550 W. Thomas Road — 207 Patio A 


Phoenix, Arizona 


W. G. SHULTZ, M.D., F. A.C. S. 


Diplomate of The American 
Board of Urology 


E. R. UPDEGRAFF, M.D. 


1010 N. Country Club Road 


Telephone 5-2609 Tucson, Arizona 











PAUL L. SINGER, M.D., F. A.C. S. 


Certified American Board of 
UROLOGY 


1313 N. Second Street Phone ALpine 3-1739 
PHOENIX, ARIZONA 





DONALD B. LEWIS, M.D. 
UROLOGY 
Certified by the American Board of Urology 
123 So. Stone Ave. Phone 2-7081 


Tucson, Arizona 








ALLERGY 





H. M. PURCELL, M.D. 
Diplomate of the American Board of Urology 
Park Central Medical Building 
550 W. Thomas Road 
Phone CR 4-5202 
Phoenix, Arizona 








CLINIC 


E. A. GATTERDAM, M.D. 
ALLERGY 
15 E. Monroe St., Professional Bldg. 
Office Hours: 11 A.M. to 5 P.M. 


Phoenix, Arizona 





MALIGNANT DISEASE 





NELSON CLINIC 


D. E. NELSON, M.D. 
A. H. ERICKSON, MD. 
D. CLUFF, D.D.S. 
503 Fifth Avenue 
SAFFORD, ARIZONA 





JAMES M. OVENS, M.D. 
F.A.C.S. F.1.C.S. 


Diplomate American Board of Surgery 
Cancer and Allied Diseases 
608 Professional Bldg. Phone ALpine 4-1973 


Phoenix, Arizona 





ANESTHESIOLOGY 


HOSPITAL 





LOUISE BEWERSDORF, M.D. 
HERMAN BEWERSDORF, M.D. 
ANESTHESIOLOGY 


Park Central Medical Bldg. 
Phone CR 4-5674 
550 W. Thomas Road — 24R 


Phoenix, Arizona 











H. B. LEHMBERG, M.D. 
J. T. O’NEIL, M.D. 


Casa Grande Clinic 


Phone 4495 


Casa Grande, Arizona 
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INTERNAL MEDICINE 
ROBERT S. FLINN, M.D. JESSE D. HAMER, M.D. 
INTERNAL MEDICINE F A re P 
CARDIOLOGY and ELECTROCARDIOGRAPHY _ as 
Park Central Medical Bldg. INTERNAL MEDICINE 

Phone AM 6-8485 CARDIOLOGY 

550 W. Thomas Road — 217 Patio B Suit 910 Phoenix 

Phoenix, Arizona 15 E. Monroe St. Arizona 








FRANK J. MILLOY, M.D. 
F. A.C. P. 


Diplomate of the American Board of 
Internal Medicine 


INTERNAL MEDICINE 
611 Professional Building 


Phone ALpine 4-2171 
Phoenix, Arizona 


DAVID M. MARCUS, M.D. 
INTERNAL MEDICINE 
1850 N. Laurel Avenue — Phone ALpine 4-7970 


Phoenix, Arizona 











ROBERT E. RIDER, M.D. 


INTERNAL MEDICINE 
ELECTROCARDIOGRAPHY 


Del Sol Hotel Bldg. 


Yuma, Arizona 


Phone 3-3721 





OBSTETRICS and GYNECOLOGY 





HARRY J. FELCH, M.D. 


Physician and Surgeon 


Office 
703 Professional Bldg. 
15 E. Monroe Street 
Office AL 3-1151 


Residence 
325 W. Granada 
Phoenix, Arizona 
Res. AL 3-1151 


JOSEPH BANK, M.D. 


Diplomate of 
American Board of Internal Medicine 
American Board of Gastroenterology 


GASTROENTEROLOGY, GASTROSCOPY 
800 North First Avenue Phone: ALpine 4-7245 
PHOENIX, ARIZONA 





GYNECOLOGY & ENDOCRINOLOGY 








JOSEPH B. RADDIN, M. D. 


Practice limited to 
MEDICAL GYNECOLOGY & ENDOCRINOLOGY 


619 Professional Building 
15 E. Monroe — Phoenix, Arizona 
Phone ALpine 2-3577 





CHILDREN’S DISEASES 


DERMATOLOGY 





WM. F. SCHOFFMAN, M.D. 
CECELIA H. SHEMBAB, M.D. 
JOHN R. KEEFREY, M.D. 
DOCTORS BUILDING 


316 W. McDowell, Rd. — Telephone ALpine 4-7287 
Phoenix, Arizona 








GEORGE K. ROGERS, M.D. 


DERMATOLOGY 


Diplomate of American Board of 
Dermatology and Syphilology 
Phone ALpine 3-5264 
105 W. McDowell Road Phoenix, Arizona 
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EDWARD L. KETTENBACH, M.D., DELBERT L. SECRIST, M.D., 
F.A.C.S., F.1.C.S. F.A.C. 5S. 
SURGERY 
Diplomate American Board of Surgery 
2324 North Tucson Blvd. Phone 5-2605 Tucson, Arizona 


Tucson, Arizona Office Phone 2-3371 Home Phone 5-9433 


123 South Stone Avenue 














H. D. KETCHERSIDE, M.D. W. R. MANNING, M.D.,_ F.A.C.S. 


SURGERY and UROLOGY SURGERY 
800 North First Avenue Diplomate American Board of Surgery 


Phone ALpine 4-7245 620 North Country Club Road Phone 5-2687 


Phoenix, Arizona Tucson, Arizona 











DONALD A. POLSON, M.D., M. Sc. THOMAS H. BATE, M.D. 
GENERAL SURGERY F.A.C.S.. F.I.C.S.M.Sc. (Surgery) 

Certified by the American Board of Surgery PRACTICE LIMITED TO SURGERY 

550 W. Thomas Road Diplomate American Board of Surgery 


Phone CRestwood 4-2081 15 E. Monroe — Office Phone ALpine 4-3326 
Phoenix, Arizona Phoenix, Arizona 





ORTHOPEDIC SURGERY 





GEORGE L. DIXON, M.D. GEO. A. WILLIAMSON, M.D., 
PHILIP G. DERICKSON, M.D. F.A.C.S. 


ORTHOPAEDIC SURGERY Diplomate American Board of Orthopaedic Surgery 
Diplomates of the American Board LEO L. TUVESON, M.D. 
of Orthopaedic Surgery Orthopaedic Surgery 


744 N. Country Club Road _ Telephone 5-1533 ___ Park Central Medical Building 
TUCSON, ARIZONA 550 West Thomas Road — 116 Patio C 


Telephone CRestwood 4-5459 — Phoenix, Arizona 

















ROBERT E. HASTINGS, M.D., THIS SPACE FOR SALE 
F. A. C. S. FOR INFORMATION AND RATES 
Diplomate American Board of Orthopaedic write to 


mpc ARIZONA MEDICIN 
E 
ROBERT W. WEBER, M.D. poten 
ORTHOPAEDIC SURGERY nihy: é. 
1014 N. Country Club Phone ALpine 2-4884 
TUCSON, ARIZONA PHOENIX, ARIZONA 




















